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Background: Admission to the Emergency Department (ED) can be stressful for older 
people with advanced dementia and their family members.  Previous research has 
tended to emphasise the negatives and deficits in care.  Little research seeks out what 
works well or what matters in dementia care experiences in this context.   Knowledge 
embedded in the experiences of family members accompanying an older person with 
dementia in ED and the experiences of emergency nurses caring for them may be part of 
the solution in developing strategies for improvement. 
Aim: This study was conducted in a large ED in the southwest of Ireland. It sought to 
explore the experiences of family members accompanying an older person with 
dementia in ED and the experiences of ED nurses caring for the older person with 
dementia and their family member in an episode of care. The intention was to generate 
new knowledge to co-create future possibilities for development.   Four academic 
papers are weaved into the thesis.   
Methodology:  Appreciative Inquiry (AI) was the participatory methodology used in 
this study.   AI is an approach which focuses on generating new insights to open the 
gateway for possibilities and alternative ways of doing.  This study pertains to the 
Discovery and Dream Phases of AI. 
Methods: In the Discovery Phase, data generation methods were participant 
observation with ED nurses (n=12) caring for older people with dementia in ED and 
interviews with family members (n=15) who accompanied an older person with 
dementia in ED. Interviews were framed through a storytelling approach.  In the Dream 
Phase, ED nurses (n=10) participated in a Learning Conversations Session for further 
data generation and to co-analyse findings from the Discovery Phase.  Data generation 
methods in the Dream Phase were appreciative framing and dialogue, storytelling and 
collective sensemaking.  These methods were creatively used to maximise the potential 
for generating new knowledge about worked well in enhancing the experiences of 
dementia care in ED. The six step approach developed by Braun and Clarke (2006) 
provided a structure to guide thematic analysis. 
Findings: This resulted in a number of fresh insights; seeing things from a different 
perspective, balancing relationship centred and technical care, working in the moment 
as a sympathetic presence and collaborating in caring for an older person with dementia 




care experiences for family members and ED nurses. In a technical and task orientated 
environment such as ED, the value of relationship centred care is sometimes 
underestimated. Despite contextual challenges, it was possible for ED nurses in this 
study to blend relationship centred and technical approaches to care. Alliances between 
ED nurses and family members may be pivotal in enhancing experiences of dementia 
care in ED.  This study showed that informal collaborations between ED nurses and 
family members were happening every day.  These collaborations could be strengthened 
if ED nurses had the courage to ask family members how they would like things to be.  
To do this, ED nurses would need to overcome their fear of not being able to meet 
family member wishes or expectations.  AI methodology encouraged a deliberate stance 
away from deficits and negatives which enabled ED nurses to explore situational 
complexity, vulnerability and fears as well as moments of excellence.   Unearthing 
moments of excellence which sometimes go unnoticed or unrecognised was an 
important step in stimulating new thinking around what works well and how this could 
happen more of the time. 
Conclusion: The outcomes of this research have the potential to contribute to the 
existing knowledge base in that they provide new insights into what matters and is 
valued in experiences of dementia care in ED and also generate knowledge about how 
to operationalise relationship centred care as a pivotal part of emergency nursing 
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Turning to One Another  
There is no power greater than a community discovering what it cares about.  
Ask “What’s possible?” not “What’s wrong?” Keep asking.  
Notice what you care about.  
Assume that many others share your dreams.  
Be brave enough to start a conversation that matters.  
Talk to people you know.  
Talk to people you don’t know.  
Talk to people you never talk to.  
Be intrigued by the differences you hear. 
Expect to be surprised.  
Treasure curiosity more than certainty.  
Invite in everybody who cares to work on what’s possible.  
Acknowledge that everyone is an expert about something.  
Know that creative solutions come from new connections. 
Remember, you don’t fear people whose story you know. 
Real listening always brings people closer together. 
  
Trust that meaningful conversations can change your world.  
Rely on human goodness.  
Stay together.  
 
 
Margaret Wheatley (2002) 
 
 






































This study sought to explore the experiences of family members accompanying an older 
person with dementia in the Emergency Department (ED) and the experiences of 
emergency nurses caring for them. The intention was to generate new knowledge to co-
create future possibilities for development.  This first chapter begins by summarising 
the structure of the thesis and the research publications that form the body of this work.  
The location in which the research took place is then described to give the reader an 
understanding of the setting and context.  Following this, the key aims and objectives 
are outlined.  Finally, a brief overview of the research design and methodology for the 
primary study on which the thesis is based is presented. 
1.2 Structure of thesis 
This thesis is presented as a PhD by publication based on four papers. The papers are 
written in a manner that fulfils the criteria of the particular journal and maximises the 
possibility of publication.  Three papers have been published in peer reviewed journals 
and the fourth paper has been accepted for publication by a peer reviewed journal in 
September 2020.   The four papers form the foundations of chapters 2, 3, 4 and 5 of the 
thesis.  Some formatting changes have been made to the published versions of these 
papers, to aid presentation and consistency throughout the thesis.  In addition, the 
referencing style of each paper has been changed from that accepted by the journal to 
Harvard UL style, to comply with the University of Limerick regulations.  For the 
reader, papers are numbered in the order in which they were published but integrated 
into the thesis in a way that enhanced readability and flow.  For example,   Paper 3 
comes before Paper 1 as explained below.   
The thesis is comprised of six chapters: 
1. Introduction. 
2. Literature review and Paper 3 – The experiences of giving and receiving care for 
an older person with dementia in the Emergency Department (ED):  An 
integrative literature review (Literature review paper). 
3. Methodology and Paper 1 – Appreciative Inquiry as an intervention to change 






4. Research design and methods and Paper 4 – Generating insights into what 
matters to emergency nurses and family members when caring for an older 
person with dementia:  How to use generativity as a principle of Appreciative 
Inquiry (Methods paper including some findings).    
5. Findings and Paper 2 – Caring for an older person with dementia in the 
Emergency Department (ED):  An Appreciative Inquiry exploring family 
member and ED nurse experiences (Findings paper).    
6. Discussion and conclusion 
Chapter 1 Introduction, introduces the thesis and provides a background and rationale 
for the study. 
Chapter 2 Literature review presents an overview of the wider literature in relation to 
caring for an older person with dementia and their family member in the acute hospital 
setting. A published integrative review of the literature pertaining to the experiences of 
giving and receiving care for an older person with dementia in the ED is then presented.  
This is the third of the published papers (Paper 3).  The aims of this review were to 
identify the experiences of older people with dementia, their family members’ and ED 
nurses and to identify possible strategies to enhance their experiences when in ED.   
Few studies were identified suggesting that research in this field is underdeveloped.  
Key learning from this review highlighted that there was a need for context based 
strategies that were cognisant of the complexity of emergency nursing practice.  
Moreover, personal stories of care experiences have the potential to platform 
approaches for practice enhancement.  The review suggested that care must focus on 
human flourishing to include the wellbeing of ED nurses.  There was opportunity for 
experiences to be enhanced when ED nurses were supported to blend relationship 
centred elements and technical elements of care. 
Chapter 3 Methodology discusses the philosophical underpinnings of the study and 
provides a justification for using Appreciative Inquiry (AI) to explore the experiences of 
family members and ED nurses.   This justification is strengthened in Paper 1, an 
integrative review of the methodology which asked what the published literature tells us 
about the impact of AI on changing clinical nursing practice in in-patient settings. Eight 
primary research studies (reported in 10 papers) were included in a qualitative synthesis.  





traditional, deficits orientated approaches to practice improvement and beneficial as a 
knowledge translation strategy.  Critical learning from conducting the integrative review 
was that in previous studies there were inconsistencies in the operationalisation of AI 
and a lack of cognisance of how to embed the principles of AI in different contexts and 
settings.  
Chapter 4 Research design and methods presents a detailed account of the research 
design including participant recruitment, ethical considerations and methods for data 
generation and analysis. This study pertains to the Discovery and Dream phases of AI 
and this chapter shows how the principles of AI were enacted in this inquiry.     This 
chapter incorporates Paper 4 which demonstrates how the potential for generativity was 
maximised through the use of three creative methods; 1. Appreciative framing and 
dialogue, 2. Storytelling and 3. Collaborative sensemaking.  Generativity is central to 
AI, yet little published research to date explains the ‘how to’ of doing generativity in 
practice.   
Chapter 5 Findings includes Paper 2 which sought to discover through interviews, 
family member stories of accompanying an older person with dementia in ED and to 
capture through participant observation the experiences of ED nurses caring for them.  
The chapter builds on findings from Paper 2 with additional data from participant 
observation and the Dream phase of the study.  Synthesis of findings resulted in several 
fresh insights - seeing things from a different perspective, balancing relationship centred 
and technical elements of care, working in the moment as a sympathetic presence and 
collaborating in caring for an older person with dementia in ED.   
In Chapter 6 Discussion and conclusion, these insights are discussed as they are 
positioned within the wider discourse, relevant theory and the empirical literature. The 
quality of the study are discussed.  This is followed with recommendations for practice 
and research.  In drawing on my personal experiences, a reflexive account of AI 
methodology is presented and includes an outline of the key merits and limitations of 
the study.   
The following section sets the scene.  This is important in helping the reader to get a 
sense of the context in which emergency nursing care takes place. Leighton (2020) 






1.3 Setting the scene 
This study was conducted in a large ED in the southwest of Ireland and data collection 
was conducted between January 2017 and March 2018.  In May 2018, the ED made the 
transition to a new build.  At the time of undertaking the research, the department saw 
approximately 65000 patients per annum.  This ED covers a wide geographical area and 
provides care for diverse patient groups including older people with dementia.    My 
background is emergency nursing.   I had worked in different EDs both in Ireland and 
the United Kingdom (UK) for 25 years and at the time of conducting this research I was 
a clinical facilitator with responsibility for education and training of all nurses in ED but 
in particular those who were most junior.   
At the beginning of this study, the ED was divided into a number of sections; 
Paediatrics, Triage, Resus, Stepdown, Short Stay, Minor Injuries and Trolleys. The 
trolleys section was where most of the older people with dementia received care. The 
trolleys section catered for a wide range of adult patients such as pregnant women, those 
with chest pain or on spinal boards from road traffic accidents and people with multiple 
care needs or nearing end of life. 
The trolleys section was small and narrow with a series of curtained cubicles on either 
side.  There was only one entry and exit point and when standing at the entrance to 
trolleys it appeared that the corridor converged at the furthest end.  This space felt hot 
and cramped.    It was one of the busiest areas in this department and cubicle spaces 
were at a premium.  There were six cubicle spaces and this was insufficient for the 30 or 
so patients who were in this section most days. Many of the patients in the trolleys 
section were older and waiting in ED for maybe 50 or 60 hours until an in-patient bed 
on a general medical or surgical ward became available.   
Three ED nurses were allocated to the trolleys section each day.  The day shift was 13 
hours long.  There was a constant influx of new patients into ED. Each patient admitted 
to the trolleys section required a ‘work-up’ as soon as possible after arrival. A ‘work-
up’ was the term used by ED nurses to describe the process of taking bloods and 
recording an ECG. To complete a single workup it was necessary for the ED nurse to 
‘yo-yo’ patients on trolleys, moving them up and down the corridor and in and out of 
cubicles to create space for new patients arriving in the department.  ED nurses were 





‘boarding’ or waiting in ED until a bed on ward was available.   Each ED nurse had 
anywhere from five to 10 patients in their care.  Lots of people negotiated the crowd; 
ambulance crews trying to offload new patients, family members congregating in the 
available inches between trolleys, porters with wheelchairs and doctors doing their 
rounds.  The place was buzzing with activity, phones relentlessly ringing, monitor 
alarms alerting, pumps bleeping, nurses handing over, people groaning, shouting and 
chatting.  
During observation, my gaze shifts to M, an 84 year old lady with advanced dementia 
who has just arrived in ED and is accompanied by her daughter.  They are greeted by 
the triage nurse who welcomes them both to the ED.  The ED nurse smiles a warm 
smile and clutches the hand of M to reassure her that everything will be okay.  The 
nurse notices that M’s daughter is anxious and responds with small gestures and kind 
words – ‘how are things for you today’ and ‘don’t worry we will get your Mam into a 
quieter space’ and ‘I may need your help with taking bloods and getting an ECG’. M’s 
daughter appears to relax and perhaps senses that the ED nurse is understanding of her 
situation. 
I know from previous experience that these moments of excellence may go unnoticed or 
unrecognised in an ED climate that is described as hard core, ‘an exhilarating chaotic 
workplace caring for humanity at all levels (McClelland 2012, p. 112).   
 
1.4 Context of the research 
Traditionally, the ED exists to provide emergency care for individuals who experience a 
sudden, life threatening injury or condition (Dağ et al. 2019, Mollaoğlu and Celik 2016, 
Elmqvist et al. 2012).   Portrayals of ED in television dramas such as Code Black 
emphasise the adrenaline pumping aspects with ED nurses and doctors seemingly 
running from one drama to another. Undoubtedly, this environment is unique (Enns et 
al. 2016). Globally, EDs have become synonymous with overcrowding and congestion. 
For an increasingly older population with increasingly complex presentations this can 
lead to delays in specialist expertise and inpatient beds (Schwartz et al. 2016, Van Der 
Linden et al. 2016).   ED nurses are trained to expect the unexpected and to be 
responsive to the care needs of high volumes of patients, some of whom will require 





Nursing activities in the main appear to focus on medical interventions and involve 
checking vitals and preparing for emergency situations such as cardiac arrest 
(Mollaoğlu and Celik 2016). Nursing care priorities revolve around door to computed 
tomography (CT) times, ST-Elevation Myocardial Infarction (STEMI) alert activations 
or door to needle times for acute stroke or trauma care (Perry 2019). In this 
environment, it is suggested that physical care needs of patients such as eating and 
drinking or development of nursing skills in relational competence may be less of a 
priority (Dağ et al. 2019, McConnell et al. 2016).  The ED has been described as a 
‘carousel’, where ED nurses are under pressure to process people rapidly (Nugus et al. 
2014). In this study, the triage nurse for example was under pressure to assess 
everybody who presented to ED in the fastest time possible. The target time stipulated 
that no patient should be waiting longer than 15 minutes for triage. However, some days 
there was only one nurse assigned to triage making target times difficult to achieve and 
especially if there were 20 or more new attendees registered as waiting for triage on the 
computer screen.   
1.4.1 Manchester Triage System 
Triage is the gateway to ED and the priority of need of all patients including older 
people with dementia is assessed at triage.  This ED uses the Manchester Triage System 
(MTS), developed by a working group in Manchester (UK) in the mid-1990s (Brouns et 
al. 2019, Nishi et al. 2015).  MTS is a computerised, clinical decision making tool to 
guide patient flow particularly when the need for medical attention outweighs 
departmental resources (Nishi et al. 2015).  The idea in creating a standardised triage 
tool was that patient safety could be better protected in using common nomenclature, 
common definitions and a sound methodology (Nishi et al. 2015).   In this ED, nurses 
were responsible for triage.  All triage nurses must have at least two years of ED 
experience and undergo training in a specialised programme to fulfil this role. MTS is 
described as a five-level triage system.  The triage nurse can select from over 50 flow 
charts representing pre-determined symptoms such as shortness of breath, headache, or 
chest pain (Brouns et al. 2019).  Within each flowchart there are six discriminators such 
as low oxygen saturation level or new neurological symptoms which assists the nurse to 
rapidly assess the urgency of large numbers of adults and children who present to ED 
with diverse and undiagnosed conditions. The greater the perceived threat to life or 





range from priority one patients who require resuscitation to priority five patients who 
can safely wait four hours or more to see the doctor (Table 1 MTS categories and time 
for evaluation). 
Table 1 MTS categories and maximum time for evaluation (Nishi et al. 2015) 
Triage Category Evaluation Maximum response time 
1 Immediate (life threat) 0 mins 
2 Very urgent 10 mins 
3 Urgent 60 mins 
4 Standard 120 mins 
5 Non-urgent 240 mins 
  
Departmental policy dictates that certain categories of patient should be prioritised.  
This includes children and those patients who have symptoms suggestive of a heart 
attack or a stroke.    The performance indicator for triage states that a patient should 
wait no longer than fifteen minutes for triage assessment on arrival in ED.  Ideally, the 
triage nurse should take no longer than five minutes to triage each patient (Varndell et 
al. 2019). 
Some patients present with conditions that can be rapidly triaged.  For example, central 
chest pain with radiation down the left arm is typical of cardiac chest pain and is an easy 
fit with the discriminators on the triage system. It is suggested that the MTS is better at 
identifying critically ill patients who require immediate care (Oloffsson 2012).   Patients 
who present with complex and atypical signs may be more challenging for the nurse to 
accurately assess at triage (Brouns et al. 2019, Oloffsson et al. 2012). This is 
compounded further if the person has a history of multiple co-morbidities against a 
background of cognitive impairment or dementia (Hunter et al. 2017).  An overcrowded 
and congested ED can impact the triage process (Van der Linden et al. 2016).  During 
time pressured triage, the ED nurse may fail to pick up on subtle signs of illness, 
misattributing physical symptoms to cognitive impairment or mental illness rather than 
an underlying serious condition (Shefer et al. 2014, Voss et al. 2017).   Underestimation 
of patient need can have serious consequences and likewise, overestimation may impede 
those with more urgent need from accessing appropriate emergency care in a reasonable 





dementia can be underestimated, exposing them to long waits for medical treatment 
(Oloffsson et al. 2012, Elmqvist et al. 2012, Brouns et al. 2019).   
The triage nurse is expected to balance the need for rapid triage with the need to 
assimilate and process the clinical history from patients and family members, to 
determine an appropriate triage category and disposition within the department 
(Varndell et al. 2019, Brouns et al. 2019, Oloffsson 2012). The triage nurse must have 
medical-technical skills and in addition high level communication skills to establish a 
caring connection with patients and family members that has a personal and social focus 
(Oloffsson et al. 2012).  Triage involves the nurse making complex and dynamic 
judgements in unfolding situations (Noon et al. 2014).  It is suggested that experienced 
ED nurses employ both rational decision making in conjunction with more human 
centred approaches to better assess patient need on arrival in ED (Noon et al. 2014, Van 
Der Linden et al. 2016).  Despite this the triage system focuses solely on the assessment 
of physical signs and symptoms and medical-technical nursing skills. 
1.5 The researcher and rationale for the research 
In the past, the ED has not been associated with dementia care or ED nurses 
synonymous with caring for older people with dementia.    However, the contour of 
emergency nursing has changed and as the literature review in Chapter 2 will show, the 
ED is now caring for increasing numbers of older people with advanced dementia.  As a 
clinical facilitator, my focus day to day was to help nurses to develop technical and 
practical competence, to become part of the team in emergency care situations. I 
believed that technical and practical competence were essential skills for ED nurses.  In 
addition, interpersonal skills and being able to respond in the moment were equally 
important in this complex and dynamic environment.   
ED nurses have the knowledge and skills to enhance the experiences of older people 
with dementia and their family members.   Relationships and collaborations are key to 
experience enhancement.  Gergen 2009 (p. 83) suggests that experiences are relational 
phenomena ‘belonging not to each of us privately but to us collectively’, implying that 
experience enhancement lies in the power of relationships and the processes involved in 
relating to one another. I perceive the ED as a nexus of connections and relationships, 
where the experiences of patients, family members and ED nurses through a series of 





to capture and celebrate moments when things went well and also focus on human 
experiences and connections as a platform for changing practice and perspectives.   
Within the literature there are vivid accounts of the negative consequences for older 
people in the ED system.  There were several systematic reviews of medical care for 
older people in ED since 2000 (Steinmiller et al. 2015, Skar et al. 2015, Gruneir et al. 
2011, Schnitker et al. 2011, Samaras et al. 2010, Aminzadeh and Dalziel 2002).  
Overall, these reviews identified that previous research tended to focus on screening 
interventions and biomedical aspects of care such as risk assessment for functional or 
cognitive decline, reasons for presentation to ED, admission avoidance and risk of 
mortality.  There appeared to be little research that focused on human experiences of 
care.  Consequently, there was a paucity of evidence about what works well, personal 
experiences of dementia care in ED or indeed what frameworks might support ED 
nurses to better care for older people with dementia in this context.  Furthermore, there 
was a need to transcend the prevailing negative discourse which can sometimes leave 
ED nurses feeling overwhelmed or stuck in a rut.  This became the motivation for 
undertaking this research.  
This study set out to explore what matters to family members accompanying an older 
person with dementia in ED and the ED nurses caring for them.  By excavating the 
wisdom in the personal stories and experiences of family members of older people with 
dementia, there was potential to achieve greater understanding of how ED nurses may 
enhance their experiences.  In addition, it was important to bring to the fore the 
situational, contextual and relational elements that comprise the complex reality of ED 
nursing practice.   It is possible that the knowledge embedded in clinical nursing 
experiences is an untapped resource which has the potential to compliment and inform 
approaches to caring for older people with dementia in ED.   
I approached the Director of the Regional Nurse and Midwifery Planning and 
Development Unit with my proposal to conduct primary research as outlined above.  
She could see the merits of my proposal and granted me 50% funding which was the 
maximum allocation at that time.   This made undertaking a PhD a reality.   I believe at 
the time of conducting this research, I was the only ED nurse in the country undertaking 
primary research about the experiences of family members accompanying an older 





1.6 Aims and objectives of thesis 
The primary aim of the study was to explore the experiences of family members 
accompanying an older person with dementia in ED and the experiences of ED nurses 
caring for the older person with dementia and their family member in an episode of 
care. The intention was to generate new knowledge to co-create future possibilities for 
development.   The objectives sought to: 
1 Generate insights about what matters and is valued by family members of older 
people with dementia in ED.   
2 Capture the experiences of ED nurses looking after older people with dementia in 
an episode of care. 
3 Share with ED nurses, family member experiences of being in ED with an older 
person with dementia. 
4 Co-analyse these experiences with ED nurses and to explore the possibilities for 
future practice. 
5 Generate new insights and compelling ideas that could be further developed to 
enhance practice. 
 
1.7 Research design   
The intention was that this research would unearth what works well in dementia care in 
ED and therefore offer potential for enhancing experiences. McCormack (2011, p. 114)) 
contends that nursing research should generate understanding of the ‘social, cultural, 
discursive and relational dimensions’ of practice to determine the factors that impede or 
promote effectiveness.   McCormack (2011) advocates for an engaged scholarship 
where a vision for future practice is co-constructed in a way that dilutes the traditional 
hierarchy between knowledge producers and knowledge consumers.  
The intention in this study was also to engage ED nurses in critical examination and 
reflection on issues in relation to their own practice.  In healthcare, there may be lack of 
cognisance of the value of multiple perspectives or that those working on the frontline 
may have the greatest insights about what needs to change, what is possible to change 
or what can be improved (Dewar and Cook 2014, Manley et al. 2011).  A lack of 
engagement amongst staff can be the biggest impediment to introducing meaningful 
change in clinical practice (Manley et al. 2016).  Enhancing experiences would require 





meaningful alternatives to the fore (Gergen 2009).   In this study, there was a need to 
understand what mindsets and behaviours shape and influence how things are done.   
Participatory research is increasingly being seen as a means to stimulate creative 
endeavour, culture change and practice improvement (McKeown et al. 2016).  This type 
of inquiry places value in mutual learning, situated understanding and human 
experience as a platform for generation of new knowledge from within practice  
(Langley et al. 2018, Dewar and Sharp 2013). This is potentially useful in investigating 
how to enhance experiences of care where there is a need to explore complexity, the 
enabling factors, consequences and multiple phenomena that comprise the full picture 
(Manley et al. 2011).    
1.8  What is Appreciative Inquiry?  
Appreciative Inquiry (AI) is a methodology that supports participatory and collaborative 
inquiry and is therefore conducive to addressing the aims and objectives of this study. 
AI is discussed in greater detail in Chapter 3 Methodology.  AI seeks to create new 
practices and knowledge based on appreciative dialogue and generativity (Sharp et al. 
2018).  Generativity is the ‘processes and capacities that help people see old things in 
new ways, through the creation of new images, metaphors and physical representations’ 
(Bushe 2013, p. 2).  Generativity is essential to challenge assumptions and to offer fresh 
alternatives for future practice and theory development (Gergen 1978).  AI is 
underpinned by social constructionism (Grieten et al. 2018). Social Constructionism is a 
term that embraces many related theoretical approaches including relational 
constructionism (Hosking and Bass 2001, Burr 2015).  Relational constructionism is the 
philosophy underpinning this study and is explained in greater depth in Chapter 3 
Methodology.   
At the start of this journey, an integrative review of AI as an intervention to change 
nursing practice in in-patient settings was conducted (Watkins et al. 2016). The review 
determined that AI had the potential to challenge normative practices and ways of 
doing. AI could contribute to the formation of trusting relationships and trigger positive 
self-reflection from nurses. This was perceived as a refreshing contrast to the traditional 





1.9  Chapter summary 
This first chapter has established the context of this study, my motivation for 
conducting it and a brief overview of AI as the methodological framework.  The next 
chapter provides a systematic review of primary research relating to ED experiences of 
older people with dementia, their family members and the experiences of ED nurses 
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The previous chapter outlined the structure of this thesis, set the scene and context for 
the research and identified the key aims and objectives.  This chapter begins with an 
overview of the prevalence of dementia and indicates how care settings such as ED 
impact older people with dementia and their family members.  This chapter includes 
Paper 3, viz. ‘The experiences of giving and receiving care for an older person with 
dementia in the Emergency Department; an integrative literature review (Watkins et al. 
2019).  This review was conducted to build on previous research which highlighted a 
lack of research evidence regarding the role of ED nurses in promoting positive 
dementia care experiences and a paucity of exploration of the complex nature of ED and 
the effect on ED nurses’ capacity to give good care.  Later in the chapter, evidence from 
the integrative review (Watkins et al. 2019) in tandem with evidence from the wider 
literature is presented, to highlight gaps and recommendations in the research about how 
to enhance the experiences of dementia care in ED.  This learning shaped the design and 
focus of this research.  
2.2 Dementia 
Dementia is an umbrella term for a group of progressive diseases that affect memory, 
cognition and behaviour (WHO 2017). In the advanced stages of dementia, the person 
loses their ability to communicate and care for themselves. Macdonald and Mears 
(2018) suggest that dementia is experienced in interpersonal relationships by the person 
with dementia but also by their family members.  There is enormous human cost as the 
person’s capacity to engage and interact with family and friends diminishes over time   
(WHO 2017).  Dementia mainly affects older people although it is not a normal part of 
ageing (Irish National Dementia Strategy 2014).  In 2015, it was estimated that there 
were 47 million people worldwide with dementia.  This is predicted to rise to 75 million 
by the year 2030 and 132 million by the year 2050 (WHO 2017).  Given Ireland’s 
ageing population, there will be an exponential increase in the numbers of people with 
dementia with future predictions suggesting that there could be as many as 152,000 
people affected by the year 2046 (Irish National Dementia Strategy 2014). In 
consideration of the complexity of this disease and the numbers of people directly and 
indirectly impacted, there is a need to prioritise caring for older people with dementia 





for older people with dementia and their family members in times of crisis (Cooke et al. 
2012).   
2.3 Older person with dementia in ED 
Little attention has been given to the care of older people with dementia in ED (Parke et 
al. 2013).  This is surprising since 21 to 42% of older ED attendees have cognitive 
impairment or dementia (Gagnon-Roy et al. 2018). Older people with advanced 
dementia visit ED for complications related mainly to respiratory tract or urinary tract 
infections (Burgstaller et al. 2018, Pinkert et al. 2018).   ED visits amongst older people 
with advanced dementia are more common in the last year of life (Sleeman et al. 2018).   
While family members identify that comfort measures are the main priority of care on 
arrival in ED (Sleeman et al. 2018), the extant literature shows that ED visits may add 
to the distress and discomfort experienced by older people with advanced dementia and 
their family members.  Older people with advanced dementia struggle to cope with an 
acute illness in addition to stressors imposed by a busy and chaotic clinical environment 
(Burgstaller et al. 2018, Parke et al. 2011).  Sensory overload or deprivation can result 
in distressing behavioural symptoms (Burgstaller et al. 2018, Bracken-Scally et al. 
2019). A busy and chaotic environment can have devastating consequences for the older 
person with advanced dementia including dehydration, malnutrition, inadequate pain 
management and increased risk of mortality (Burgstaller et al. 2018, Fogg et al. 2018, 
DeVries et al. 2016).   
In studying the literature, the reasons for this are multifactorial.  Traditionally, ED care 
is synonymous with ‘episodic patient encounters’ (Ward et al. 2015, p.156).   Time 
critical interventions are emphasised in a fast paced technologically driven setting, 
increasing the risk that the individualised care needs of the older person with advanced 
dementia may not be met (DeVries et al. 2016, Parke et al. 2013).   Evidently, there are 
negative consequences for ED nurses too who are obliged to care for large volumes of 
patients even when workload exceeds capacity and resources (Wolf et al. 2016).      In a 
synthesis of the evidence of multiple studies in relation to person centredness in EDs 
from 2002 to 2014, McConnell et al. (2016) determined that the high value placed on 
medical-technical interventions led to conveyor belt nursing where nursing expertise 





These findings are contradicted by Wolf et al. (2016) in one of the few studies to 
capture ED nurse perceptions of ED context and its impact on their capacity to care.  
Wolf et al. (2016) found that ED nurses feel overwhelmed and guilty when they are 
unable to provide the type of care that patients need or deserve.  ED nurses expressed a 
desire to ‘recover’ their practice which had been devalued by technology and a 
managerial desire to meet efficiency and performance targets (Wolf et al. 2016, p. 8). 
Overall the literature paints a negative picture of the ED and its impact on ED nurses 
and patients (McConnell et al. 2016).  Much of the research to date captures existing 
poor practice and there is a paucity of research that seeks out good practice or what 
works well when caring for older people with dementia (Dewing and Dijk 2016) in 
complex clinical settings such as ED.   
In the following section, Paper 3 reviews the literature of the experiences of dementia 


















The experiences of giving and receiving care for an older person with 
dementia in the Emergency Department:  An integrative literature review. 
 
Abstract 
Background:   Admission to an Emergency Department (ED) may expose the older 
person with dementia to a range of negative consequences such as deterioration in their 
behavioural symptoms.  The authors conducted a review of primary research relating to 
the experiences of older people with dementia, their carers’ and ED nurses, to 
understand how these experiences might inform nursing practice.  
 
Methods:  Integrative review with a search of the electronic databases of MEDLINE, 
Cumulative Index of Nursing and Allied Health Literature and PSYCHINFO using 
specified inclusion and exclusion criteria. 
 
Results:  Three themes were identified:  Carers and older people with dementia: waiting 
and worrying, Nurses juggling priorities and Strategies for improvement; taking a 
partnership approach. 
 
Conclusion:  Older people with dementia may be exposed to disparities in treatment in 
ED.  A practice partnership between carers and ED nurses may help to prevent this. ED 
nurses need support to blend technical and relationship centred care. Participatory 
research exploring the experiences of older people with dementia, their carers’ and ED 
nurses is needed.   
Keywords: 










Key points   
 The focus of ED is to address acute care needs; however the older person with 
dementia may have additional needs which are less well addressed in this 
setting. 
 For nurses in ED there may be a tension between providing technical, safety 
orientated care and more relationship centred care.   
 Strategies are needed to support ED nurses to blend relational and technical 
aspects of nursing care to improve the experience of the person with dementia 
and their carers’ in an ED setting.   
 
Reflective questions 
Think of an episode of caring for an older person with dementia  
 What nursing approaches worked well in this situation and why? 
 Reflecting on this experience what would you do differently next time round?  


















2.4  Introduction 
Internationally it is estimated that 21 to 42% of older people attending an Emergency 
Department (ED) will have cognitive impairment or dementia (Clevenger et al. 2012).  
The World Health Organisation (WHO) identifies dementia as a global public health 
challenge (Wortmann 2012).  It is predicted that the incidence and prevalence of 
dementia will rise to 131.5 million people worldwide by the year 2050 (Digby et al. 
2018).  
Dementia is an umbrella term used to describe a progressive decline in cognition.  The 
World Alzheimer Report describes devastating symptoms that compromise the person’s 
ability to fully and equitably engage in everyday activities (WHO 2012).   Older people 
are mostly affected and in the advanced stages of dementia frequently require hospital 
admission for complications related to infections (Pinkert et al. 2018).  Older people 
with dementia may be treated unfairly in hospital since their ability to make decisions 
including those related to healthcare is diminished (Alzheimers Disease International 
2019).   As the condition advances, the older person with dementia may have difficulty 
explaining their symptoms and communicating their past medical history. 
In ED, rapid assessment to detect life threatening conditions is emphasised (Parke et al. 
2013; McConnell et al. 2016). During the course of a rapid assessment the ED nurse 
may fail to pick up on subtle signs of illness, misattributing physical symptoms to the 
dementia rather than an underlying serious condition (Shefer et al. 2014).  Moreover, 
other important elements of care such as pain management, assistance with personal 
hygiene or pressure area care can become less of a priority (Dahlen et al. 2012).  This 
may lead to a host of negative consequences for the older person with dementia such as 
suboptimal pain management, worsening of behavioural symptoms and even delayed or 
inappropriate treatment. This disparity is unacceptable and adds to the distress of the 
older person with dementia and their carers1 (Burgstaller et al. 2018, Sleeman et al. 
2018).  Therefore, identifying research to inform nursing practice is essential in 
improving ED care experiences for this group.  
                                                          
1 Adult aged over 18 providing care for another adult who may be a family member.  As distinct from 






Three systematic reviews examined what clinical interventions were effective for older 
people with dementia or cognitive impairment in ED and whether ED culture and 
context had an impact on their effectiveness (Parke et al. 2011; Clevenger et al. 2012; 
Schnitker et al. 2013).    These three reviews included research that explored the use of 
screening tools (falls risk, delirium, pain assessment) and education of staff to enhance 
dementia care experiences (Parke et al. 2011; Clevenger et al. 2012; Schnitker et al. 
2013).    In all three reviews there was little evidence of the effectiveness of the tools 
and the educational interventions.  The role of ED nurses in enhancing experiences was 
considered only as part of screening for delirium or cognitive impairment.    
Overall, these reviews highlighted a lack of high quality evidence to support ED 
practice development to enhance the care of persons living with dementia admitted to 
ED.  No studies reported what was important to older people with dementia and their 
carers in an ED visit (Parke et al. 2011).  In addition, no studies examined ED culture 
and context and the possible impact of that on care processes such as nurse triage 
assessment and identification of acute illness in an older person with dementia 
(Clevenger et al. 2012). 
More recently, research has piloted the use of hospital readiness communication tools 
and the Pain Assessment in Advanced Dementia tool (PAINAD) to improve dementia 
care in ED (Parke et al. 2016; Fry et al. 2016a, b).   These tools show promise but need 
further development before they are ready for practice. In improving services, those 
with the greatest insights about what needs to change or what can be improved are those 
receiving and giving care in frontline practice (Manley et al. 2011, Dewar and Cook 
2014).  These three reviews recommend that the ED experiences of older people with 
dementia, their carers and nurses must be captured to determine what strategies may 
enhance care in this context and why.  The role of carers and their involvement in more 
dementia attuned ED care must also be further explored (Parke et al. 2011; Clevenger et 







The aims of this integrative review were to build on the findings of the three previous 
systematic reviews and to identify the experiences of older people with dementia, their 
carers and ED nurses. 
2.7 Method 
An integrative review of primary research studies was conducted using a seven step 
(Table 2) systematic approach developed by Wakefield (2014).   
Table 2 Seven-step approach to searching and critiquing the literature  
Step Rationale 
Generate a researchable question. To provide the review with a clear focus. 
Select a database. To access a wide range of data sources quickly and 
effectively. 
Clarify the terms to be used to access the 
literature. 
To ensure only the most appropriate sources of 
evidence are accessed. 
Select the literature To generate a series of evidence sources for review. 
Search the literature To examine what others have to say that relates to 
your specific question and to identify what sources 
you want to review in more detail. 
Analyse, synthesise and critique the articles. To review the data sources in detail and make sense 
of what others have written. 
Present the findings To present the work of others in your own words. To 
generate a clear argument for why you want to 
change practice, develop a new policy or undertake a 
research study. 
 
2.7.1 Literature search 
From a modified PICo tool (Table 3) key search terms were generated to focus the 
review question (Joanna Briggs Institute 2014).  A search of online databases 
Cumulative Index of Nursing and Allied Health Literature (CINAHL), MEDLINE and 
PsychINFO was performed.  Inclusion criteria comprised English language papers 
published in peer reviewed journals from 1st January 2012 to 30th April 2019 in order to 
build on the three previous reviews.  
Table 3 PICo Tool 
Population (P) Older people with dementia, carers, ED nurses 
Phenomenon of Interest (I) Dementia/Experiences of giving and receiving care 







2.7.2 Eligibility criteria 
In keeping with Wakefield (2014) the review focused on primary research exploring the 
experiences of older people with dementia, their carers and ED nurses.  Grey literature 
and discussion or opinion papers were excluded.  
2.7.3 Search strategy 
Search terms were used in combination with the Boolean operators ‘AND’ and ‘OR’ to 
identify all relevant papers (Table 4).   
Table 4 Example search:  MEDLINE 
Keywords 
#1:  Dementia OR Alzheimers OR Cognitive Impairment 
#2:  Family members OR relatives OR carers OR caregivers 
#3:  Nurse OR nurses OR nursing 
#4:  Older adults OR older people OR elderly OR seniors OR geriatrics  
#5: Emergency department OR emergency room OR Accident & Emergency 
OR A&E 
#6:  Experiences OR perceptions OR attitudes OR views OR Feelings 
#7:  #1 AND #2 AND #4 AND #5 AND #6  
#8:  #1 AND #3 AND #4 AND #5 AND #6 
#9:  #1 AND #4 AND #5 AND #6 
Filters:  English language 2012-2019 
Boolean operators:  ‘AND’ and ‘OR’ 
 
2.7.4 Study selection 
Papers were screened initially by title and abstract for relevance and then by reading the 
full text.  As all included papers were qualitative, they were appraised using the Critical 
Appraisal Skills Programme (CASP 2018) tool for qualitative research (Table 5).   
Table 5 Critical Appraisal Skills Programme (CASP 2018)  
Was there a clear statement of the aims of the research? 
Is a qualitative methodology appropriate? 
Was the research design appropriate to address the aims of the research? 
Was the recruitment strategy appropriate to the aim of the research? 
Was the data collected in a way that addressed the research issue? 
Has the relationship between researcher and participants being adequately considered? 
Have ethical issues been taken into consideration? 
Was the data analysis sufficiently rigorous? 
Is there a clear statement of findings? 
How valuable is the research? 
 
The CASP framework assesses the methodological quality and strength of research 
using a grading system of 10 questions resulting in a possible CASP score of 10.  All 





including study design, country, method, sample characteristics, approach to data 
analysis and interpretation, impact on clinical practice and information relevant to 
review aims was extracted (Table 5).  Identified papers were thematically analysed 
using the six step approach (Table 6) described by Clarke and Braun (2013).  Each 
paper was examined and the authors discussed core ideas, concepts and naming of 
themes.  
Table 6:  Six phases of thematic analysis (Clarke and Braun 2013) 
Familiarisation The researcher must immerse themselves in and become 
intimately familiar with their data; reading and re-reading the 
data and noting any initial analytic observations. 
Coding This involves generating labels for important features of the data 
of relevance to the broad research question guiding the analysis. 
Searching for themes A theme is a coherent and meaningful pattern in the data relevant 
to the research question. If codes are the bricks and tiles in a brick 
and tile house, then themes are the walls and roof panels. 
Reviewing themes The researcher should reflect on whether the themes tell a 
convincing and compelling story about the data and begin to 
define the nature of each individual theme and the relationship 
between the themes. 
Defining and naming themes Requires the researcher to conduct and write a detailed analysis of 
each theme.  The researcher should ask ‘what story does this 
theme tell?’ and ‘how does this theme fit into the overall story 
about the data? Identifying the ‘essence’ of each theme and 
constructing a concise, punchy and informative name for each 
theme. 
Writing up Writing is an integral element of the analytic process.  Writing-up 
involves weaving together the analytic narrative and data extracts 
to tell the reader a coherent and persuasive story about the data 
and contextualising it in relation to existing literature. 
 
From each paper, relevant information including study design, country, method, sample 
characteristics, approach to data analysis and interpretation, impact on clinical practice 
and information relevant to review aims was extracted (Table 5).  Identified papers were 
thematically analysed using the six step approach (Table 6) described by Clarke and 
Braun (2013).  Each paper was examined and the authors discussed core ideas, concepts 






Table 7 Characteristics of studies synthesised 
Authors/Year/Title Type of study Research Aims Data collection/analysis Key Findings Key message 




Facilitators and barriers to 
safe emergency department 
transitions for community 
dwelling older people with 
dementia and their 







PWD – family 
member/carer dyads  
(6 dyads/4carers) 
ED nurses (10) 
Nurse Practitioners (4) 
To identify factors that 
impede/facilitate safe 
transitional care for PWD 
in the ED.  To identify 
potential solutions that 
would support nurses to 
provide sensitive care. 
3 Phases 
Interviews (audio-
recorded), creation of a 
photographic narrative 
journal, photo elicitation 
focus groups, verbatim 
transcription, Nvivo,  
Constant Comparative 
Analysis 
Key themes included:  ‘The way it works, how priorities are 
determined’ with subthemes being under triaged, time pressures 
with lack of attention to basic needs, waiting & worrying about 
what is wrong, relationships/interactions leading to feeling 
ignored or forgotten or unimportant.  Triage system in the ED 
does not recognise atypical presentations – sets in motion a 
cascade of vulnerability of older PWD.  Family members value 
the relational aspects of care – recognition of vulnerability, 
communication, interactions with nurses.   
Advocates for relationship centred care.  
Nurses need support to carry out best 
practice. 
Difficult to recruit older people with 
dementia to the study – effect of disease.  
Need for research about context.  
Need for research that focuses on what 
works well and why. 





perceptions of the role of 
confidence, self-efficacy and 
reflexivity in managing the 
cognitively impaired older 





This paper was part of 
a multicentre study 
that reported findings 
from 16 focus groups 
across 4 EDs with 80 
ED nurse participants 
in total. 
 
To explore practice of care 
amongst ED nurses caring 
for older people with 
cognitive impairment who 
presented in pain from a 
long bone fracture. 
 
Focus groups (4) 
Nvivo 9.2 
Thematic Analysis 
CI is a barrier to pain management and often leads to suboptimal 
care because of lack of verbal response.    Four themes:  
Confidence & self – efficacy: experience builds confidence, 
Confidence & self – efficacy: as a balancing act, Confidence & 
self – efficacy: as practice, Confidence & self – efficacy: 
interpersonal relations.  ED nurses need high levels of 
confidence and self - efficacy (ability to act) to initiate and 
deliver high quality care for this group.  This comes with clinical 
exposure and the ability to reflect on clinical situations so that 
approaches can be adapted to meet their complex needs.  ED 
nurses will often go above and beyond to ensure that the 
vulnerable person gets the appropriate care. 
 
Being confident and having self-efficacy can 
help ED nurses to develop a more 
therapeutic relationship with the older person 
with CI and their family members.  
Confidence and self-efficacy governs actions 
and interactions of the nurse and is central to 
caring and a compassionate approach.  
Embodied knowledge and opportunity to 
reflect can nurture confidence and self – 
efficacy.   Practice is therefore more likely to 
be patient centred as the nurse has the ability 
to act as an advocate.   
Need for education and clinical exposure to 







Table 7 Characteristics of studies synthesised  
Authors/Year/Title Type of study Research Aims Data collection/analysis Key Findings Key message 




perceptions of the role of 
family/carers in caring for 
cognitively impaired older 
persons in pain:  A 





See above (Fry et al 
2015a).   
 
To understand ED nurses’ 
perceptions of the role of 
family/carers for older 
cognitively impaired 
persons experiencing pain 
as a result of a long bone 
fracture. 




ED nurses perceive that family members were valuable in 
assisting staff to build the clinical picture on arrival in the ED. 
Family member insights can provide critical information that 
would otherwise be unknown.  ED nurses high workload with 
patients with high acuity.  When family members were not 
present this was seen to add to the workload of nurses. Worry 
and stress for family members in ED – stressed because of need 
for presentation but also they worry about how they should act 
as a carer in ED.  ED nurses expect family members to provide 
personal care needs in ED but not all family members are 
comfortable with this.  This creates tension. 
Family members are the hidden workforce.  
Collaborations between family members and 
nurses need further exploration.  Role of 
family members in ED is sometimes unclear. 
More research needed to determine 
perceptions of family members of emergency 
care.   
Hunter et al 2017 
Canadian 
Title 
Balancing safety and harm 
for older adults with 
dementia in rural emergency 











To understand safety & 
harm in rural ED 
transitional care for 
community dwelling older 
adults with dementia from 
perspectives of health care 
professionals (HCPs).  
HCPs asked to describe 
their experiences of 
working with older people 
with dementia and their 
caregivers in ED.  
2 small rural EDs (95 in-




– nurses, social worker, 
occupational therapy, 
physio, medics (? 
number of each group). 
Semi structured 
interviews 
HCP perspectives:  ED is challenging for older people with 
dementia.  Chaotic and overcrowded.  This group not a priority 
in this setting due to priorities of emergency care. HCP 
sometimes too busy to give proper care to this group.  
Competing pressures in triage. HCPs experience moral distress 
when they cannot provide care that they should be able to give. 
HCPs juggling priorities in a task orientated, time constrained 
environment.  Negative consequences – no safe space, no quiet 
environment.  HCPs sensitive to family member situation.  Need 
to look at older people with dementia and family member as a 
complete package – obligations to both.  More knowledge about 
the person is required.   
Small ED can be of benefit- potential to get 
older person with dementia out of ED faster 
due to good community links.  Disadvantage 
– making assumptions or becoming 
complacent about patients who are well 
known to HCPs.   
Making things better: more resources, 
valuing contribution of family members who 
could get involved in providing care in ED.  
Changing triage approach to older people 
with dementia, getting to know the person 















Table 7 Characteristics of studies synthesised  
Authors/Year/Title Type of study  Research Aims Data collection/analysis Key Findings Key message 
Watkins et al 2019 
Irish 
Title 
Caring for an older person 
with dementia in the 
Emergency Department 
(ED):  An Appreciative 
Inquiry exploring family 
member and ED nurse 
experiences 
Appreciative Inquiry:  
Discovery Phase 
To generate insights about 
what matters and is valued 
by family members of 
older people with dementia 
in the ED and to capture 
the experiences of ED 
nurses looking after older 
people with dementia in an 
episode of care. 
Single site – large ED 
Phase 1 Data analysis 
Family members (15) 







2 themes:  What matters to family members/Challenges for 
family members & nurses in the ED.  Being triaged quickly 
enhances experiences.  Accounts of when this worked well and 
not so well.  Triage nurse under pressure to see everybody as fast 
as possible.  Priority has to be given to heart attacks/strokes.  
Cubicle space offers sanctuary.  Family members fear way older 
person with dementia might behave in a chaotic environment.  
Risk of becoming a public spectacle.  Conveyor belt nursing.  
ED nurses remote from personal contact.  Some ED nurses 
managing to integrate technical and relational aspects 
successfully.   
Older people with dementia did not take part 
– in advanced state of the disease. 
Modification of triage system required to 
prioritise older people with dementia. 
Increased education for nurses about the 
need for family member insights to platform 
care.  ED nurses need to find a way to blend 
technical and relational aspects of care.  
Some ED nurses doing this already – need to 








2.8.1 Summary of characteristics 
Initially 470 papers were retrieved.  After screening titles and abstracts for relevance 
and removing duplicates, five papers from four studies were synthesised in the review 
(Figure 1).  All used interpretative, qualitative designs (Table 7). Countries of origin 
were Canadian (n=2), Australian (n=1) and Ireland (n=1). Two papers were from a 
single study (Fry et al. 2015a, b). These two papers were part of a large multicentre 
study that conducted focus groups (n=16) with ED nurses (n=80) across four EDs.  Only 
one study (Parke et al. 2013) included older people with dementia (n=6).  After 
analysis, three main themes emerged: Carers and older people with dementia: waiting 
and worrying, Nurses juggling priorities and Strategies for improvement; taking a 
partnership approach.   
Figure 1 Outline of search strategy 
                           
 
                                                         
                               
 
 





Records excluded after 
Screening title (n=335) 
 Screening abstract (n=47) 
(Not about ED or 
experiences in ED). 
Full text articles assessed for 
eligibility 
(n=23) 
Full text articles included in 
qualitative synthesis 
(n=5) 
Full text articles excluded (not 
focused specifically on 









2.8.2   Carers and older people with dementia: waiting and worrying 
A visit to the ED was a stressful experience for carers primarily as they worried about 
how the older person with dementia might react in a chaotic environment (Parke et al. 
2013; Fry et al. 2015a; Watkins et al. 20192).  Carers found that waiting to be triaged 
was challenging.  Triage is the system that ED nurses use to determine who should be 
prioritised to see medical staff.  Triage affords priority to those patients who present 
with an urgent problem such as heart attack or stroke (Parke et al. 2013; Hunter et al. 
2017; Watkins et al. 2019).   In the current triage system if the older person with 
dementia does not meet the urgent category or if they cannot explain their symptoms 
because of severe cognitive impairment, they are likely to be given a lower triage 
category by the triage nurse (Parke et al. 2013; Fry et al. 2015a,b; Hunter et al. 2017; 
Watkins et al. 2019).  The older person with dementia may slip down the priority level 
because they have dementia.  This could result in delayed treatment and their needs 
being under estimated and unmet.  Carers were left feeling that other vital aspects of 
care such as effective pain relief, nutrition, hydration or personal hygiene needs were 
not afforded attention.  
Carers also believed that a delay in triage could potentially compromise the dignity of 
the older person with dementia and their behaviour might deteriorate.   (Parke et al. 
2013; Watkins et al. 2019). Behavioural symptoms such as swearing or shouting drew 
attention from onlookers and other patients waiting to be seen (Watkins et al. 2019). For 
this reason carers wanted the older person with dementia to be given priority to protect 
them from becoming a spectacle (Watkins et al. 2019).  From a patient perspective 
Parke et al. (2013) identified that older people affected by dementia experienced panic 
in a crowded ED waiting room.  Older people with dementia were worried about the 
physical problem that brought them to ED but also worried about not being able to cope 
with high anxiety levels in an environment that was very stressful for them.  Nurses in a 
busy ED did not always appreciate such anxieties and stress.  
 
 
                                                          





2.8.3 Nurses juggling priorities 
In all four studies, the nurses acknowledged that caring for an older person with 
dementia in ED was challenging (Parke et al. 2013; Fry et al. 2015a, b; Hunter et al. 
2017; Watkins et al. 2019).    The ED nurses highlighted the complexity of caring for 
patients with diverse needs.  This included the older person with dementia who may 
require additional care such as management of behavioural symptoms which can be 
exacerbated by acute illness. The ED nurses described a work environment that was 
chaotic and congested.  They described the pressures of juggling time, space and high 
numbers of patients with diverse presentations (Parke et al. 2013; Hunter et al. 2017; 
Watkins et al. 2019).   As ED nurses saw it, the priorities of emergency care were 
unsympathetic to the more relational elements of care such as relieving anxiety or 
offering reassurance to the older person with dementia or their carer (Parke et al. 2013; 
Fry et al. 2015a, b; Hunter et al. 2017; Watkins et al. 2019).  
There were times when ED nurses were able to provide a more personal approach, 
whether this was finding out what pain relief worked or a cubicle space to protect the 
older person with dementia from the public gaze (Fry et al. 2015a; Watkins et al. 2019).  
ED nurses stated that they experienced emotional distress when heavy workloads 
impacted their ability to give the older person with dementia the type of care they 
needed and deserved (Fry et al. 2015b; Hunter et al. 2017). 
2.8.4 Strategies for improvement; taking a partnership approach  
The studies in this review did highlight more negative aspects of the care of the older 
person with dementia in ED but also identified potential strategies for improvement.  
Three studies recommended modifications to the current triage system so that the needs 
of the older person with dementia could be assessed in a timely manner (Parke et al. 
2013; Hunter et al. 2017; Watkins et al. 2019). 
Involving carers as part of relationship centred approaches was another strategy.  
Relationship centred care calls for a shift in focus from medical interventions to human 
connections and relationships as equally important elements in the nursing process 
(Parke et al. 2013, Watkins et al. 2019). The ED nurses believed that the presence of the 
carer may calm the older person with dementia who was distressed in a chaotic 
environment (Parke et al. 2013; Fry et al. 2015a, b).  Carers could help with personal 





person could assist ED nurses to get a better sense of care needs (Parke et al. 2013; Fry 
et al. 2015; Hunter et al. 2017; Watkins et al. 2019).  The ED nurses stated that carer 
presence could also reduce their workload and stress (Fry et al. 2015b).  All papers 
suggested therefore that a practice partnership between carer and ED nurse could be 
fostered within a relationship centred approach to care (Parke et al. 2013; Fry et al. 
2015a, b; Hunter et al. 2017; Watkins et al. 2019).  The role of carers in partnership 
with ED nurses appears promising (Fry et al. 2015b; Hunter et al. 2017).   
2.9 Discussion 
The studies in this review provide a snapshot of the experiences of carers accompanying 
an older person with dementia in ED and the competing demands on nurses caring for 
them (Parke et al. 2013; Fry et al. 2015a, b; Hunter et al. 2017; Watkins et al. 2019).  
Few studies were identified suggesting that research in this field is underdeveloped.  
Three previous systematic reviews recommended more research of the experiences of 
older people with dementia, their carers and ED nurses to determine what strategies 
might enhance care and why (Parke et al. 2011; Clevenger et al. 2012; Schnitker et al. 
2013).  They recognised that the role of carers in ED should be further explored.  
However, the research evidence to support this has progressed little in the past seven 
years.  This review suggests that older people with dementia slip down the priority level 
in ED because they have dementia.  ED nurses may misattribute exacerbation of 
behavioural symptoms to cognitive impairment and so the potential for the older person 
with dementia to have a serious underlying condition is overlooked.  This is known as 
‘diagnostic overshadowing’ (Shefer et al. 2014).  Such discrimination is unacceptable 
and results in the older person with dementia receiving delayed or inadequate care.  It is 
difficult to say if this is common practice but increasing awareness among ED nurses of 
the positive contribution that carers can make to the assessment process could be part of 
the solution in preventing this.   
Practice partnerships between carers and ED nurses is proposed as a strategy to address 
the needs of older people with dementia in a relationship centred way. Older people 
with dementia in ED may be in the advanced stages of the condition (Sleeman et al. 
2018) and therefore unable to tell healthcare staff how they feel or what is happening.  
The practice partnership centralises the needs of the older person with dementia when 





components; nurse-patient-carer interactions, physical aspects of care (personal hygiene, 
pain control, eating and drinking) and context in which care is delivered (Kitson et al. 
2013; Feo et al. 2018; Uhrenfeldt et al. 2018).   It is suggested that nursing aspires to 
more relationship centred care (Sharp et al. 2018) and adopting such an approach could 
have several benefits in an ED context.  Older people with dementia may receive care 
that is sensitive to their needs, promoting their dignity.  Carer anxiety will be reduced 
and the self-worth and sense of purpose of nurses will be increased (Ryan et al. 2008; 
Dewar and Nolan. 2013; Coffey et al. 2019).  Frameworks such the Fundamentals of 
Care Framework (Kitson et al. 2013) or the Senses Framework (Nolan et al. 2006) may 
support this in practice. The Senses framework (Nolan et al. 2006) is comprised of six 
senses – a sense of security, sense of belonging, sense of continuity, sense of purpose, 
sense of achievement and sense of significance.  The underlying premise is that good 
relationships and good care can only be delivered when the ‘senses’ are experienced by 
all groups involved in the episode of caring (Ryan et al. 2008).   
However, there remains a tension in providing technically orientated care and 
relationship centred care (Dewing and Dijk 2016; Brooke and Ojo 2017, Sharp et al. 
2018) and perhaps this tension is most apparent in ED where life-saving interventions 
must take priority  (Mollaoğlu and Çelik 2016).  The triage nurse for example is under 
pressure to ensure that those patients who present with a heart attack or stroke receive 
treatment in the fastest time possible (Parke et al. 2013; Watkins et al. 2019).  The ED 
nurse operates within this system, in the knowledge that it may afford the older person 
with dementia lesser priority with potentially negative consequences (Parke et al. 2011; 
Clevenger et al. 2012).   
Nurses in ED are expected to perform in a highly efficient task orientated way, yet have 
to blend this with relationship orientated care when the situation demands it (Dewar and 
Nolan 2013).  As it stands, there is little consensus on how this may be achieved or 
indeed whether or not this is possible in the current organisational climate.  The ED has 
been described as a warzone (McConnell et al. 2016) and may not be the right place to 
care for the older person with dementia.  It is questionable whether relationship centred 
care is even possible in such a setting (DeVries et al. 2016; Dewing and Dijk 2016).  
Meanwhile older people with dementia continue to require the services of ED in 





This review has highlighted the potential of practice partnerships between ED nurses 
and carers of older people with dementia as a strategy to move towards relationship 
centred care.  There are challenges though in implementing this in practice.  In 
systematic reviews of dementia care in acute hospital settings other than ED (acute 
surgical ward, acute medical wards), education is seen as important to bridge the gap 
between the rhetoric of relationship-centred care and practice (Godfrey et al. 2018).  It 
is recommended that education strategies should reflect on practice and be context 
based (Digby et al. 2016; Turner et al. 2017; Dewing and Dijk 2016).  Mandatory 
education programmes may also be helpful (Houghton et al. 2016; Surr and Gates 
2017).  However, group based learning away from the clinical area and incorporating 
personal stories of carers appears to be more beneficial (Surr and Gates 2018).  
Education should focus on the human dimensions of care to include the experiences and 
wellbeing of nurses (Coffey et al. 2019).  In addition, there is a need for organisations to 
support nurses in blending technical and relationship centred care approaches.  This 
support is long awaited in a hospital culture that appears to have de-valued human 
perspectives and relational practices (Dewing and Dijk 2016; Digby et al. 2016). 
2.10 Conclusion 
This review aimed to identify the experiences of older people with dementia and their 
carers of being in ED and ED nurses’ experiences of caring for them.  Admission to an 
ED is stressful for the older person with dementia whose needs may not be met and for 
the carers accompanying them.  The ED setting also presented challenges for ED nurses 
who felt they were not always able to give optimal care to the older person with 
dementia.  Those experiences were shaped by the impact of this environment on nurses’ 
capacity to meet the needs of older people with dementia.  The studies in this review 
advocated for relationship centred approaches to enhance the experience of older people 
with dementia and their carers in ED.  However, more evidence as to how this might be 
negotiated in clinical practice is needed.  There is potential though in developing 
practice partnerships between ED nurses and carers as a component of relationship 
centred care.  Enhancing the ED experiences of older people with dementia will require 
collective effort to support ED nurses to blend the technical and relational aspect of 
care. This effort must include organisational support but also practice development 
strategies that engage ED nurses in shaping how things are done.  A strength of this 





research approaches to determine what matters and is valued by older people with 
dementia and their carers in ED.   Collaborative and creative research methods may 
offer opportunity for older people with dementia to become part of the research process. 
Limitations 
This review focus was solely on primary research however few research papers were 
identified.  Despite this, this review builds on the three existing reviews that conducted 
a qualitative and quantitative synthesis of over 60 papers from 1980 to 2012.  The 
authors acknowledge publication bias.  Grey literature and other potential empirical 
sources not in peer review publications may have identified unpublished papers relevant 
to this review. In addition, primary data was not included in the three main themes.  















                                                          





2.11 Enhancing dementia care experiences:  Gaps and 
recommendations in ED research to date 
Paper 3 (Watkins et al. 2019) provided an opportunity for key learning in determining 
the gaps in the literature to date and these are presented as follows; human experiences 
of dementia care in ED,   ED nurse experiences of dementia care, the role of family 
members in ED and the complexity of emergency nursing work.  
2.11.1 Human experiences of dementia care in ED  
Paper 3 identified few studies exploring family member and ED nurse experiences of 
dementia care in ED.  This indicates that research in this area is still underdeveloped.  
This correlates with previous literature which suggests that health service research has 
been dominated by ‘biomedical perspectives’ that limit understanding of the complexity 
of dementia and dementia care (Parke et al. 2015, p.8). As evidenced by Watkins et al. 
(2019), there appears to have been little progression in this respect in recent years.  In 
ED, the use of medical-technical interventions such as screening tools to rapidly assess 
for cognitive impairment or dementia, have been emphasised (Parke et al. 2011, 
Clevenger et al. 2012, Schnitker et al. 2013).   The primacy of ongoing research in 
pursuit of effective medical-technical interventions is not disputed. However, there is 
recognition that understanding of how best to care for older people with dementia in ED 
needs to extend beyond screening tools and assessment of their validity (Parke et al. 
2011).  Participatory research, incorporating personal stories and experiences of care 
may be part of the solution in finding strategies for improvement. 
2.11.2 ED nurse experiences of dementia care  
Paper 3 highlighted that the experiences of ED nurses of caring for older people with 
dementia and their family members is still relatively unexplored.  ED nurses play a 
pivotal part in caring for older people with dementia and yet their contribution and 
strengths in enhancing experiences of dementia care in ED may have been overlooked.  
While screening for delirium or cognitive impairment is a key nursing role, ED nursing 
skill is multifaceted and should not be defined as a series of medically engineered 
interventions.  ED nurses have more contact with patients than any other group (Parke 
et al. 2011) and there is a gap in the research that seeks to develop context based 
nursing interventions that promote ‘social interactions as the primary medium for 






2.11.3 The role of family members   
As in previous research, Paper 3 illuminated the need to capture subjective outcomes, 
‘real life concerns that clients themselves experience and define’ (Fealy et al. 2009, 
p.944, Lowthian et al. 2015).  Findings in Paper 3 implied that the personal stories of 
family members may provide evidence to enhance experiences of dementia care in ED.  
In addition, greater family member involvement could lead to more dementia attuned 
care.  Similarly,  Lowthian et al. (2015) conclude that there is an imperative for 
inclusion of family member experiences in enhancing the ED service and a greater need 
for increased awareness by ED nurses of the family member’s expertise in looking after 
an older family member with complex health problems.  The value of family member 
insights is not fully recognised and yet family member experiences are considered 
fundamental to greater understanding and development of strategies to improve the 
quality of ED dementia nursing care (Fry et al. 2016, Clevenger et al. 2012, Parke et al. 
2011).  The evidence from Paper 3 suggests that this may be difficult to achieve in an 
ED context. 
2.11.4 The complexity of emergency nursing work 
Paper 3 illustrated the competing demands for ED nurses in a highly technical and task 
orientated environment. There was little evidence about how ED nurses negotiated the 
situational, relational and contextual complexity in their practice. Brown and 
McCormack (2011) point out that the culture and context of practice as an important 
mediator of change is poorly understood.  For research to influence the way things are 
done, there must be exploration of ‘unobservable unique elements’ within dynamic 
contexts and practice settings (Brown and McCormack 2011, p. 13).  In this study, I 
wanted to unpick the tacit, small unique valued moments rather than focus on the 
negatives or deficits in care experiences.  As advocated by Brown and McCormack 
(2011), rather than pinpoint where nurses are going wrong, research should encourage 
nurses towards self- initiated action to facilitate disruption of habitual ways of seeing 
and doing (Brown and McCormack 2011).  As alluded to in Paper 3, part of this 
disruption may involve striking a balance so that the relationship centred aspects of 






2.12   Relationship centred care to enhance dementia care experiences 
Relationship centred care is an approach to care that captures the importance of human 
interactions as a foundation for healing (Tresolini and Pew-Fetzer Task Force 1994).  
Relationship centred care acknowledges the technical aspects of practice but attests that 
a different approach may be required for ‘indeterminate zones of practice’ (Pew-Fetzer 
Task Force 1994, p. 28).  In an ED nursing context this can be interpreted to mean those 
aspects of practice that are unpredictable and unfolding where technical skill maybe 
insufficient to address the level of complexity in an evolving situation.  
At this juncture, it is important to make the distinction between person centred care and 
relationship centred care as these two concepts are used interchangeably and yet are not 
the same.  As defined by McCormack and McCance (2017, p. 18), person centred care 
is comprised of four core ‘modes of being’; being in relation, being in a social world, 
being in place and being with self.  In this context, relationships are considered central 
to achievement of person centred outcomes in nursing care, in tandem with other facets 
such as knowing self, the place where care takes place and narratives reflecting a 
person’s sense of worth and being in the world.  
Relationship centred approaches propose that personhood matters but relationships are 
critical in shaping care processes, experiences and outcomes (Soklaridis et al. 2016).  
Relationship centred care is closely aligned with participatory approaches such as AI 
(Soklaridis et al. 2016).  For this reason, the emphasis in this thesis was on relationship 
centred care which was congruent with appreciative inquiry and relational 
constructionism.  This study therefore emphasises relationship centred care as an 
imperative to achieving person centred outcomes. 
In Paper 3, the evidence showed that relationship centred care was central to enhancing 
experiences of dementia care in ED and could have multiple benefits in this context; 
ensuring the care needs of the older person with dementia were met, allaying family 
member anxiety and giving ED nurses a sense of a job well done.   While ED nurses 
aspired to work in a more relationship centred way, there was a paucity of evidence 
demonstrating how this approach may be enacted in practice. The concept of 
relationship centred care and its explication in an ED context is unexplored in the 





nursing approaches can become normalised in increasingly complex settings such as ED 
and this can impact nurse wellbeing and their ability to give good care (Haraldsdottir et 
al. 2020).  The highly technical and task orientated nature of clinical settings has been 
seen to contribute to the erosion of dignity of older people including those with 
dementia and has served to compound the invisibility of deeper wisdom in embodied 
nursing knowledge and skill (McCormack 2014, McCormack and McCance 2017).  In 
Paper 3, practice partnerships between ED nurses and family members were 
promulgated as a means to operationalise relationship centred care, to articulate ED 
nursing strengths and to enhance the experiences of all those involved in the caring 
relationship.   
Bridges (2012) contends that there is a requirement for frameworks for practice that 
value both relationship and technical care approaches.  Dementia care is perceived as 
relational care (MacDonald and Mears 2019) where interactions, healthful relationships 
and dignity are emphasised so that all those providing and receiving care are enabled to 
flourish (Yalden and McCormack 2010). While this concept lacks development in an 
ED context, inspiration may be gleaned from the wider literature in terms of how 
collaborations and caring connections may be supported. 
2.12.1 Frameworks to support relationship centred care   
There are a number of frameworks with potential to support relationship centred care in 
clinical practice.  Nolan’s ‘Six Senses’ (Nolan et al. 2006), acknowledges that the care 
experience is as much about the welfare of healthcare professionals as it is about older 
people with dementia and their family members.  Nolan’s framework (Nolan et al. 
2006) is comprised of six senses – a sense of security, sense of belonging, sense of 
continuity, sense of purpose, sense of achievement and sense of significance.  The 
underlying premise is that good relationships and good care can only be delivered when 
the senses are experienced by all groups involved in the episode of caring (Ryan et al. 
2008).  The Person Centred Nursing Framework was first published in 2006 specifically 
within the context of caring for older people in a tertiary hospital setting (McCormack 
and McCance 2017).  This framework consists of four core facets which aim to 
forefront nursing’s moral and therapeutic dimensions within complex clinical contexts.    
The four components consist of; pre-requisites, care environment, person centred 





interpersonal skills, staff relationships and organisational supports are critical to 
developing innovative approaches to care, placing primacy on patient values in pursuit 
of good health and wellbeing (McCormack and McCance 2017).  Dewar (2011) 
developed a model for compassionate care that is underpinned by evidence from a study 
that explored what relationship centred practice looks like and what supports are needed 
to support it in an acute hospital setting for older people.  Seven essential attributes are 
critical to embedding relationship centred practice; being courageous, connecting 
emotionally, being curious, collaborating, considering other perspectives, compromising 
and celebrating. These are discussed in greater depth in Chapter 4 Research Design and 
methods. 
The literature pinpoints an abundance of frameworks that may support relationship 
centred care in diverse clinical settings.  A commonality across all frameworks is that 
they augment the value of human interactions, relationships and nursing contribution in 
achieving quality care for older people with dementia and their family members.  
However, the concept of relationship centred care is not without controversy.   Dewing 
and Dijk (2016) contend that there are many theories about person centred or 
relationship centred care and yet there is still a mismatch between these theories and 
what happens in practice.  The discord between the relational values espoused by theory 
and what is achievable in a time pressured, highly complex practice reality is also 
identified by Prato et al. (2019).    A number of barriers to implementing relationship 
centred care in clinical practice have been identified and these have resonance with the 
ED setting.  Time pressures, a lack of resources and the emphasis on task orientation in 
acute hospitals is perceived to impede the enactment of more human centred approaches 
in routine practice (Houghton et al. 2016).  Several integrative reviews and meta-
synthesis of the literature on this subject have been conducted since 2016 (Dewing and 
Dijk 2016, Houghton et al. 2016, Surr and Gates 2017).  The consensus is that while 
individual nurses can make a difference, there needs to be organisation wide 
consistency in attitudes and behaviours to ensure that relationship centred care moves 
from rhetoric to reality (Godfrey et al. 2018).  In addition, experience enhancement will 
require cultural and environmental change to achieve sustainable improvement (Dewing 





Undoubtedly, relationship centred care is not the sole responsibility of individual nurses 
or units. However, investment in relationships is perceived as a benchmark of care 
quality on acute hospital wards (Godfrey et al. 2018).  Given the lack of evidence 
pertaining to the role of ED nurses in promoting positive dementia care experiences, 
perhaps this is an opportune time for ED nurses to examine their practice and strengths, 
to explore what is possible and what works well in enhancing connections with older 
people with dementia and their family members.   Engagement with the older person 
with dementia and their family member is perceived as ’negligible in terms of time but 
immeasurable in terms of outcome for the patient’ (Digby et al. 2018, p. 77).   The 
sense is that relationship centred care should be fused with technical care and can be 
initiated by nurses in small step changes; using personal communication during 
completion of tasks, delivering care at a more relaxed pace, offering reassurance and 
consulting with family member about routines, preferences and anxieties (Digby et al. 
2018, Godfrey et al. 2018, (Prato et al. 2019).  How to blend the technical and 
relationship centred elements of care in a fast paced environment such as ED requires 
further exploration. 
In the following section the gaps identified in the literature are summarised to provide a 
rationale for enhancing experiences of dementia care in ED using participatory methods.  
2.13   Rationale for enhancing experiences of dementia care in ED using 
participatory methods 
As evidenced in the previous paragraphs, there are few studies capturing family member 
and ED nurses experiences of dementia care in ED.  As in Paper 3, Burgstaller et al. 
(2018) recommend greater exploration of the role of family members in caring for the 
older person with dementia while they are in hospital.  In theory, inclusion of family 
members in providing care in this context could reduce the stress level of nurses and 
validate the expertise of family members in providing more individualised care 
(Burgstaller et al. 2018).  Therefore, it seems essential to add to the body of knowledge 
through exploring the experiences of family members accompanying an older person 
with dementia and the experiences of ED nurses caring for them.  
ED nurses play a pivotal part in caring for older people with dementia and their family 
members.  Education of nurses is seen as a key intervention in enhancing dementia care 





type of learning is perceived as critical to shaping the ways things are done (Dewing 
and Dijk 2016, Surr et al. 2018).  Uncovering good practice and working out how this 
might occur more frequently could be helpful (Houghton et al. 2016).  Dewing and Dijk 
(2016) advise that education strategies must provide nurses with an opportunity to 
situate their experiential knowledge, values and beliefs within the context of 
organisational pressures and priorities.  Group based activities away from the clinical 
area and incorporating personal or family member stories as a basis for learning show 
more potential than more traditional learning formats (Surr et al. 2018).  This provides a 
rationale for a type of inquiry that is cognisant of the challenges, perceptions and 
assumptions that are inherent in clinical practice.  In addition, this inquiry should 
involve working with participants; to encourage self-initiated action, to determine what 
matters in dementia care experiences and to find out how this may be achieved in ED 
where there is a requirement to blend both the technical and relationship centred aspects 
of nursing care.    
2.14   Chapter summary 
This chapter started with an overview of the prevalence of dementia worldwide.  The 
ED is a critical point of entry for older people with dementia to the acute hospital 
system and yet there is a scarcity of evidence to support ED nurses in enhancing the 
experience of older people with dementia and their family members.  In the wider 
literature, relationship centred care is promulgated as a mechanism to enhance dementia 
care experiences. This provides an important basis for greater understanding of what 
strategies may be helpful in enhancing dementia care experiences in ED. 
This chapter identified the need for further research to explore the human dimensions of 
care by capturing the experiences of family members and ED nurses. Insights from 
family member experiences can inform more dementia attuned nursing care. Moreover, 
findings from the literature suggest that exploration of ED nurse experiences could be 
an important part in determining how nursing skills can be maximised in enhancing 
experiences of dementia care and in gaining better understanding of the complexity of 
emergency nursing work. The generation of new knowledge for the care of older people 
with dementia and their family members in ED through the co-creation of future 





Undertaking an integrative review of the literature in Paper 3 was invaluable in 
identifying gaps in the research evidence to date.  This provided a sound rationale for 
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This chapter begins with a summary of the learning points from the literature review in 
chapter two, which influenced the decision to choose Appreciative Inquiry (AI) as the 
methodology to meet the objectives for this study.   Relational constructionism is the 
worldview underpinning AI.  The central tenets of this philosophy and its 
appropriateness in framing this study are explained.  This is followed by an overview of 
participatory research and the key aspects that set AI apart from other participatory 
research approaches are outlined.   This chapter incorporates published Paper 1, viz. 
‘Appreciative Inquiry as an intervention to change nursing practice in in-patient 
settings: An integrative review’ (Watkins et al. 2016). This paper presents the core 
principles of AI and the 4D Cycle as the main intervention method associated with this 
methodology.  The use of AI as a paradigm for change and the factors impacting its 
implementation are examined.  The chapter includes a synopsis of the core findings 
from this integrative review, to provide the reader with a rationale for decisions that 
shaped the design and approach of this research.   
3.2 Key learning points from Chapter 2 
In Chapter 2, findings from the literature review (Paper 3) highlighted that admission to 
ED was stressful for older people with dementia and their family members.  In this 
environment, there was a risk of delayed treatment and care needs not being met.   ED 
nurses identified a tension in providing relationship centred care in a setting where 
technical and task orientated nursing approaches were prioritised. Previous research has 
tended to emphasise the negative aspects of dementia care in ED.  Little research seeks 
out what is working well and I believe this focus on the negative can have a 
demoralising effect on ED nurses and their capacity to give good care.     In enhancing 
experiences, the review suggested that there was a need to integrate technical care with 
approaches that supported therapeutic relational interactions between family members 
and ED nurses.  However, there was a paucity of context-based research evidence 
demonstrating how this may be achieved in practice.  The findings from this review 
support the need for more participatory research to capture what matters and is valued 
by those involved in caring for older people with dementia in ED.  Personal experiences 
of care, gathered using an appreciative approach may be part of the solution in 





The literature review findings informed the aims and objectives of this study which 
sought to create opportunity for blending family member and ED nurse experiences to 
underpin learning and practice development.  In illuminating the wisdom in the personal 
stories of family members there was potential to achieve greater understanding of how 
ED nurses may enhance dementia care experiences.  Also, the knowledge embedded in 
clinical nursing experiences was an untapped resource which had the potential to 
compliment and inform approaches to caring for older people with dementia in ED. I 
wanted to focus this study on ED nurses as distinct from other groups such as doctors or 
healthcare assistants who may also be caring for older people with dementia in ED.  ED 
nurses co-ordinate and provide round the clock care in ED and their interactions and 
interventions are central to shaping patient experiences.  In addition, ED nurses as 
others are increasingly called upon by policymakers and the general public to articulate 
their impact, effectiveness and contribution in relation to patient outcomes and quality 
of care (Scott et al. 2014).  It was important therefore to illustrate that the skills and 
complexity of ED nursing, particularly in caring for older people with dementia and 
their family members, encompassed more than task and technically orientated 
approaches.  
I explored the possibility of including older people with dementia in this study.    Older 
people with dementia are a vulnerable group and one of the most excluded groups in 
society (Higgins 2013).  Parke et al. (2013 and 2016) conducted research attempting to 
hear the voice of the older person with dementia in ED.  They acknowledged that to 
participate, the older person with dementia must not be in crisis and must have the 
verbal and cognitive ability to express their feelings about being in ED.  Unfortunately, 
my experience was that older people with dementia presenting to ED were in the 
advanced stages of the disease and this raised ethical questions about the 
appropriateness and possibility of their participation in this study.  I contacted dementia 
support groups in the community to see if it would be possible to recruit older people 
with dementia in this way. There were many gatekeepers who unsurprisingly sought to 
protect the older person with dementia from harm. There is a risk that in protecting 
vulnerable groups they can become inaccessible to those who want to find out more 
about their experiences and this may compound their under-representation in the 
research process.  Regrettably, the experiences of older people with dementia were not 





3.3 Aims and objectives 
Therefore, the primary aim of the study was to explore the experiences of family 
members accompanying an older person with dementia in ED and the experiences of 
ED nurses caring for the older person with dementia and their family member in an 
episode of care. The intention was to generate new knowledge to co-create future 
possibilities for development.   The objectives sought to: 
1. Generate insights about what matters and is valued by family members of older 
people with dementia in ED.   
2. Capture the experiences of ED nurses looking after older people with dementia 
in an episode of care. 
3. Share with ED nurses, family member experiences of being in ED with an older 
person with dementia. 
4. Co-analyse these experiences with ED nurses and to explore the possibilities for 
future practice. 
5. Generate new insights and compelling ideas that could be further developed to 
enhance practice. 
 
3.4 Relational constructionism 
Relational constructionism was the philosophy underpinning this study. This framework 
proposes that knowledge is created within the context of relationships.  I perceived the 
ED as a nexus of connections and relationships, where the experiences of patients, 
family members and ED nurses through a series of co-actions and co-ordinations are 
inextricably linked.  Relational constructionism promotes a participatory worldview and 
a focus on social interaction and relationships as a mechanism for knowledge 
generation, new learning and practice change (Hosking and Bouwen 2000).   In this 
study, the focus was on unearthing nuances and the rich knowledge embedded in 
everyday experiences and encounters between family members and ED nurses. In 
enabling hidden or taken for granted practices and interactions to come into view, there 
was potential to generate new insights; to reflect the dynamic and fluid nature of 
moment by moment relational interactions and encounters or as Bouwen (1998, p. 300) 
remarks ‘give credibility to the implicit knowing and common sense understanding’ that 
shapes emergency nursing work.  A relational constructionist lens opens the gateway for 





of widely held assumptions (Hosking and Bouwen 2000).   This approach was 
appealing from a practitioner-researcher perspective because of the value it places in 
supplementing existing knowledge with a multiplicity of voices and perspectives (Van 
der Haar and Hosking 2004).   
At the outset, I was conscious that the research approach needed to be fluid and 
emergent to accommodate the character of the ED landscape which is dynamic and 
unfolding.  The ED is an eclectic mix of people and presentations and the interaction 
between patients and ED nurses is oftentimes spontaneous and occurring in the moment.   
Relational constructionism was relevant in this study as it recognises the fluid and 
dynamic nature of different contexts and settings, that real life is unstable and in a 
constant state of flux (Van der Haar and Hosking 2004, Gergen et al. 2015). 
Consideration of the philosophical assumptions and researcher positionality is critical to 
methodological decision making in research (Jackson 2013).   Gergen et al. (2015, p. 4) 
draw comparisons between the ‘value neutral’ approach of more traditional forms of 
inquiry and relational constructionism.   Relational constructionism enables researchers 
to express their own values and beliefs, to become ‘invested’ and therefore increasing 
the likelihood of meaningful change.  For the reader, ‘invested’  in this context means 
that  I was historically and socially immersed in the research setting and therefore 
shared similar values, passions and vested interests as the participating group.  
In summary, relational constructionism was considered an appropriate philosophical 
framework for this study for the following reasons: 
 Knowledge creation is a relational process.  Therefore, it was important that the 
research approach created opportunity for dialogue and interaction between 
family members, ED nurses and me as researcher.  This was an iterative process 
of learning about their experiences and reflecting together to understand this and 
potentially create further meaning.  In this study an ethos of co-ownership of the 
research was promoted through the approaches used. There was a need for 
‘perspective transformation that takes us beyond sterile, arguments of 
hierarchies of evidence, methodological silos and privileging certain knowledge 
forms’ (McCormack 2006, p.89).  In bringing together multiple voices including 
my own, there would be opportunity for listening to others and at the same time 





idea was that in giving power to dialogue and multiple realities, there may be a 
possibility of disrupting existing convention where only some people are viewed 
as experts and only some voices viewed as important. 
 Many of the subtle and nuanced actions of families and nurses in the ED 
environment are subconscious. Relational constructionism values drawing out 
tacit knowledge to unearth the significance and meaning in everyday encounters.  
This was an important aspect of this study which sought to unpick the 
knowledge in personal experiences of family members and ED nurses to better 
understand what matters and is valued in enhancing experiences of dementia 
care.   
 There are some assumptions in ED; positivist, scientific knowledge must inform 
nursing practice; the complexity of ED nursing care can be defined in policy and 
practice or there is little time for relationship centred approaches in this setting.   
It was important that an approach was used that uncovered these assumptions in 
a way that did not result in defensiveness or blame shifting.   
 The ED setting is complex; diverse patients with diverse needs can present 
situational and contextual challenges which are difficult to anticipate in advance. 
There was a need to approach this inquiry with a fluid and emergent eye rather 
than a fixed set of parameters that did not respond to the flux in everyday 
clinical situations and encounters. 
3.5  Participatory research  
Participatory approaches to research align with the philosophical approach of relational 
constructionism which underpins this study.  I wanted to gain experience-based 
understanding of what matters and is valued by family members accompanying an older 
person with dementia in ED and the ED nurses caring for them.   I recognised that 
knowledge generation about experience and what mattered was better gleaned in 
context and from those who had the experience in everyday encounters.  Tapping into 
real life experiences together to co-create understanding is a key aspect of participatory 
research (Borg et al. 2012).  The co-construction of knowledge in the context of 
relationships is also front stage in participatory approaches. The researcher using 
participatory approaches makes explicit in the methodology the value of mutual 
learning, situated understanding and human experience in shaping approaches to care 





research process fitted well with my aspiration to be seen as one expert among many in 
an ED context.  In addition, I aspired to adopt a methodology that acknowledged the 
complexity of an ever-changing ED environment and thus utilised a fluid and emergent 
approach to find out what works in the moment or how situational and contextual 
complexity is negotiated by ED nurses.   In using a participatory research approach, I 
believed there was a greater chance of unearthing the multiple phenomena that may 
support or impede the development of nursing strategies (Manley et al. 2011) to 
enhance experiences of dementia care in ED.    
3.5.1 Appreciative Inquiry 
Appreciative Inquiry (AI) is underpinned by relational constructionism and was the 
participatory approach used in this study.   From my personal experiences in clinical 
practice I understood that the emergency care landscape was characterised by ambiguity 
and complexity.  In this study there was a need for a type of inquiry that was respectful 
of the challenges and uncertainty inherent in real world practice.  Moreover, I chose to 
deliberately shift from a dominant negative discourse surrounding ED care.  In this 
environment, I believed there was a requirement for a strengths based, positive approach 
that would assist ED nurses to appreciate the situational challenges they faced and to 
explore their fears and vulnerabilities but also those high points in practice when things 
went really well.  AI is a relational intervention where research is ‘done with’ rather 
than ‘done to’ participants (Dewar et al. 2017) and in a way that supports engagement, 
inclusivity and centres the quality of relationships as a conduit for meaningful 
communication and reflection.   ED culture could be harsh and punitive so conversation 
and dialogue had to transcend defensiveness and blaming to generate better 
understanding of how ED nurses could influence and shape their own practice.   
Appreciative Inquiry (AI) is defined as the: 
 ‘Co-operative, co-evolutionary search for the best in people, their organisations 
and the world around them.  It involves systematic discovery of what gives life to an 
organisation or a community when it is most effective and most capable in economic, 
ecological and human terms’ (Cooperrider and Whitney 2005, p.8). 
Four key aspects fore fronted in AI that differ to other participatory approaches such as 
Action Research is the focus on the positive, the attention to language and provocation 





3.5.1.1 Focus on the positive 
Before this study began, I naively interpreted that a focus on the positive meant 
sanitising negative experiences of care and I wondered how this might play out in an 
ED where deficits and negatives were emphasised.    Critics of AI suggest that AI’s 
focus on the positive suppresses that which is negative and diminishes the sense of 
openness that may be experienced between researcher and participants (Grant and 
Humphries 2006).    With more reading, came greater understanding.  I realised that 
attention to positive emotions had the potential to create a safe place where participants 
could talk about and explore values, meaning and accomplishments (Wall et al. 2017).  
I was intrigued by Fitzgerald et al’s. (2010) assertion that AI’s focus on the positive 
shines a light on the shadow in organisations or settings; where the shadow refers to 
feelings and perceptions that have previously been repressed because they are not in 
keeping with accepted norms and practices.  I knew from clinical experience that there 
was a need to bring ‘silenced’ voices to the fore, to open up ‘new vistas of possibility 
for conversation, research and practice (Fitzgerald et al. 2010, p. 226).   
 3.5.1.2 Language and provocation 
In this chapter, I have talked about the pervading negative discourse that surrounds ED 
nursing work.  In daily practice, a language of deficits and negatives can manifest as 
feelings of hopelessness or of being stuck in a rut.   In this study, a focus on language 
was essential; the prevailing ways of thinking and talking had resulted in repetitive, 
failing patterns of practice and provided little hope of addressing seemingly intractable 
problems (Bushe and Marshak 2016).   AI was aligned with my desire to stimulate a 
different type of conversation, one that was provocative, open, and inquiring but 
without invoking defensiveness (Dewar et al. 2017).  In reality it would be impossible 
to disrupt current ways of thinking and talking without being provocative. In being 
provocative I wanted to entice participants to engage in meaningful discussion and 
reflection (Dewar and Kennedy 2016), to say out loud that which was often unsaid, to 
be curious about alternative ways of doing and to explore what worked well and why  
(Dewar et al. 2016).  This approach had the potential to tap into the tacit knowledge 
embedded in emergency nursing work and to open the gateway for new options and 







Key objectives of this study sought to generate insights about what matters and is 
valued by family members of older people with dementia in ED and from these insights 
explore possibilities and develop compelling ideas for future practice. Generativity is a 
central component of AI and is described as the ability to:  
‘challenge the guiding assumptions of the culture, to raise fundamental 
questions regarding contemporary social life, to foster reconsideration of that which is 
taken for granted and thereby furnish new alternatives for social action’ (Gergen 1978, 
p. 1346).   
In this research, I was keen to generate new insights, to offer fresh alternatives that 
could be useful in underpinning future practice and theory development (Gergen 1978).  
This research had to have practical utility.  The aim was not to illuminate the status quo 
but to try and engender change by altering patterns of conversations, interactions and 
ways of doing (Sharp et al. 2018, Gergen 2015, Manley and Gordon 2011).  Gergen 
(2015) talks about the traditional researcher as the mirror holder, merely reflecting what 
is going on at any given time.  This so called mirroring tradition maintains the status 
quo and thus potentially limits the possibility for stimulating new ideas that increase the 
options or probability for change (Bushe and Paranjpey 2015). I was drawn to the 
language of AI which talks about shaking up or disrupting conventional norms and 
practices to make way for alternative ways of thinking and doing.  Gergen (2015) 
advocates for a type of inquiry that seeks to look beyond what is ‘captivating the gaze’.  
This was essential in an ED context, where there was a need to explore complexity, the 
enabling factors and the multiple phenomena that could maximise or hinder the impact 
of research and innovation (Manley et al. 2011).  
AI is a methodology that supports participatory and collaborative inquiry and is 
therefore conducive to addressing the aims and objectives of this study.  In order to 
inform the decision-making process and to strengthen the rationale for using AI, 
Watkins et al. (2016) conducted an integrative review of AI as an intervention to change 
nursing practice in in-patient settings. The following section presents this integrative 
review, the key objectives of which were to examine the use of AI as a paradigm for 
change, to examine the factors that impact on the implementation of AI and to gain 
understanding of the nature of change that has occurred by using criteria for judging 





healthcare.   The core principles of AI and the 4D cycle as the main intervention method 



























Appreciative Inquiry as an intervention to change nursing practice in in-
patient settings: An integrative review 
 
Abstract 
Background:  High profile accounts of failures in patient care reflect an urgent need for 
transformational development in healthcare.  Strategies must seek to eradicate a culture 
of compliance and blame shifting and place primacy on people investment as a stimulus 
for commitment driven performance and improvement.  Appreciative Inquiry is 
promoted as an approach to exploring and bringing about change in social systems.  A 
core belief of Appreciative Inquiry is that organisational transformation is achievable by 
generating new ideas and collaboratively constructing a vision of the ideal future state.  
Appreciative Inquiry has been used extensively in North American business since the 
late 1980s.    The application of Appreciative Inquiry may have merit in the complex 
world of human health experiences.  
Objectives: To identify, evaluate and synthesise the evidence about the impact of 
Appreciative Inquiry on changing clinical nursing practice in in-patient settings. 
Design:  An integrative review and narrative synthesis. 
Setting:  In-patient settings including paediatrics, maternity and mental health. 
Participants: Nurses of all grades, patients, carers, relatives, other health care 
professionals including allied healthcare staff, management and students. 
Data sources:  An electronic search of the following electronic databases was 
performed in Jan 2015 and updated in July 2015:  MEDLINE, EMBASE, Cochrane 
Library (Cochrane database of systematic reviews), Cumulative Index of Nursing and 
Allied Health Literature (CINAHL), PsychINFO, PsychARTICLES, Amed, Assia, 
Scopus and Web of Science.  Hand searching of reference lists of included studies was 
undertaken.  Limits were set to include literature published in English only and 
publications from 1990 to July 2015. 
Review methods:  Three reviewers independently assessed eligibility for inclusion and 





extraction instrument in conjunction with criteria to assess whether change using AI is 
transformational. 
Results:  Eight studies (reported in 10 papers) met the inclusion criteria. Overall, these 
studies demonstrate poor application of Appreciative Inquiry criteria in a nursing 
context. This makes judgement of the impact difficult. One study achieved 
transformation against agreed criteria for Appreciative Inquiry. Other included studies 
demonstrated that Appreciative Inquiry is being perceived as a gateway to knowledge 
translation rather than transformative change in practice.   
 
Conclusions:  Appreciative Inquiry offers potential for nurse practice development and 
change but not without cognisance of the pivotal components.  If Appreciative Inquiry 
is to be perceived as a legitimate research endeavour and an approach which can bring 
about transformational change in nursing practice, there must be engagement and 
attention to rigour.  Findings suggest caution is required against the choreography of 
Appreciative Inquiry where participant experiences are moulded to fit a previously 
drafted master plan.  Further research is needed to explore the role of expert facilitation 
in securing and sustaining successful outcomes of Appreciative Inquiry.  
 
Keywords 
Appreciative Inquiry, change management, facilitation, nursing, practice development, 














Contemporary nursing has hit the spotlight.  Reports such as Francis (2013) catalogue 
many failings, not least a widespread acceptance of poor standards and nurses’ apparent 
indifference to human suffering and distress.   The limitations of traditional methods of 
managing healthcare are stark and it is clear that the needs of both patients and 
healthcare staff are not always being met (Trajkovski et al. 2013a).   For example, 
Kirkup (2015, p. 17) highlights a culture of deeply entrenched patterns of 
‘defensiveness, denial and blame shifting’.  Evans (2014) ponders a fragmented, top 
down management approach and an environment that is angst ridden and persecutory.  
Nurses must be supported to develop a questioning mindset to ‘craft an ever more 
comprehensive context of understanding (Wall 2010, p.149) and to disrupt the 
‘widespread, thoughtless participation of nurses in future healthcare failings’ (Roberts 
and Ion 2015, p.774). The urgent need to reframe nursing identity, phenomena and 
contribution within a 21st century health service has been recognised internationally 
(Scott et al. 2014).  Emerging strategies speak of participation and collaboration and the 
collective merging of strengths and experiences in shaping transformation and positive 
change (Kings Fund 2015).  There is a growing appetite for frameworks that emphasise 
the relational aspects of healthcare (Wyer et al. 2014).    The message in modern 
healthcare is to reform and transform by thinking differently (Ham 2014) and by 
embracing innovative and disruptive interventions that challenge defensive and 
destructive practices.  
The literature to date has not explored the utility of Appreciative Inquiry as a 
methodology to investigate, develop and change nursing practice in in-patient settings.  
Appreciative Inquiry promotes a new way of thinking and may lead to ‘congruence 
between espoused values and practices’ (Kavanagh et al. 2008, p.43).  Espousing values 
of caring and excellence is one thing but demonstrating this in a complex healthcare 
environment can be challenging (McSherry et al. 2012).  Appreciative Inquiry may 
offer opportunities for attaining high quality practice by encouraging excellence in 
being responsive to complexity and embracing ‘innovative and entrepreneurial’ 
frameworks for care (McSherry et al. 2012, p.7).  Appreciative Inquiry is described as a 
collaborative approach to the exploration and development of practice that is informed 
by consideration of what is working well (Reed 2010).   Sharing and celebrating the 





et al. 2012).  Appreciative Inquiry calls for collective envisioning and engagement in 
meaningful dialogue (Reed 2010). This is important since ‘liberating nurses to innovate 
and enhance practice’ is reliant on an organisational culture that values people, 
welcomes disruption of ritual and routine and is receptive to new ways of thinking and 
doing (McSherry and Douglas 2011, p.166).  Notably, Appreciative Inquiry promotes 
strategies that build the ‘capacity to challenge the guiding assumptions of the culture, to 
raise fundamental questions regarding contemporary social life, to foster reconsideration 
of that which is taken for granted and thereby furnish new alternatives for social actions 
(Gergen 1978, p.1346). 
3.7 What is Appreciative Inquiry? 
3.7.1 Origins and core concepts 
Appreciative Inquiry is associated with increasing efficiency and performance in the 
North American business sector.  Originally conceived by Cooperrider and Srivasta in 
1987 to serve as an adjunct to enhancing Action Research (Van Der Haar and Hosking 
2004), Appreciative Inquiry has since been embraced as an instrument of change by 
large corporations such as NASA and McDonalds. More recently, Appreciative Inquiry 
has been adapted and used in the healthcare context. Appreciative Inquiry is 
underpinned by a set of five core principles (Table 8) and is defined as the: 
‘Co-operative, co-evolutionary search for the best in people, their organisations and the 
world around them.  It involves systematic discovery of what gives life to an 
organisation or a community when it is most effective and most capable in economic, 












 Table 8 Five Core Principles of Appreciative Inquiry 
 
Integration of the five core principles of Appreciative Inquiry is necessary in the 
transition from a ‘problem centric’ to a ‘possibility centric’ organisation (Bushe 2011).  
Firstly, the Constructionist Principle states that human knowledge and organisational 
destiny are interwoven.  Organisations are living human constructions and for 
organisations to transform there must be a hunt for ‘alternative conceptions of 
knowledge and fresh discourse in human functioning’ (Cooperrider and Whitney 2005, 
p.14).  The Simultaneity Principle states that inquiry becomes the Appreciative Inquiry 
intervention.  The seeds of change are rooted in the things people talk about, in dialogue 
and in the things that inspire positive images of the future (Cooperrider and Whitney 
2005).  The Poetic Principle encourages re-consideration of the aims of an inquiry so 
that change does not become mundane and repetitive.  The Anticipatory Principle 
focuses on the use of positive imagery as a stimulus for change – social systems 
naturally gravitate towards affirmative images or images of the system at its best.  
Lastly, the Positive Principle emphasises the utility of positive affect for building 
rapport and initiating sustainable change.  Positive emotion lends itself to flexibility, 
creativity, and organisational resilience (Bushe 2011).   
 
Principle 
Constructionist:  Reality is created in communications, words and dialogue with others.  
Narrative is a stimulus for change. 
Simultaneity:  Change begins in the first questions asked.  Change and inquiry are 
interdependent.   
Poetic:  The organisation should be viewed as an open book.  Words, sentiments and topics 
are co-authored.  In reframing and diverse interpretation there is a basis for creativity 
and innovation. 
Anticipatory:  Fuelling vibrant discourse and the collective imagination directs the 
function, achievement and aspirations of the organisation and those who work in it. 
Positive:  Positive imagery has a therapeutic effect.  The higher the expectation of each 





3.7.2 The 4D Cycle 
The 4D Cycle (Figure 3) is the main intervention model associated with Appreciative 
Inquiry (Bushe and Kassam 2005).  This consists of four phases: Discovery, Dream, 
Design and Destiny (Figure 2).    
Discovery is a critical stage of the inquiry and involves collecting useful, strength-based 
data.  Key steps include identifying stakeholders, choosing topics of interest and sharing 
values and experiences to provide a platform for future practice development. This 
phase draws on a range of methods including observation and interviews in the practice 
setting.   Interview questions are strategic and must ‘evoke a real personal experience 
and narrative story’ (Cooperrider et al. 2008, p.107).  The idea being that participants 
draw on peak experiences and what is working well to stimulate dialogue about future 
possibilities.   
Dream searches for broad themes that emerge in the Discovery phase.  Dream is about 
challenging the status quo and includes mapping of ‘higher impact opportunities’ 
(Cooperrider et al. 2008, p.133).  This phase is about working closely with people 
leading to identification of common aspirations and a sense of how practice or the 
organisation should be shaped in the future. 
Design focuses on developing the ‘social architecture’ or infrastructure that allows the 
organisation to make a dream the reality.  It addresses those essential design elements 
that must be in place to facilitate this:  leadership and management structures, systems, 
processes or policies, governance structures and relationships both internal and external 
(Cooperrider et al. 2008, p.163).   
Destiny brings to the fore the preconditions necessary for transformation to happen.  
The organisation must be willing to move away from hierarchal control to facilitating 
individuals to innovate, to think outside the box.  The goal is creation of a highly 
‘improvisational organisation’ that acknowledges human capacity and genuinely 
embraces the principles of participation so that individuals are inspired to meaningfully 
contribute.  Crucially, there must be recognition of an organisation’s positive core but 







Figure 2 4D Cycle 
 
 
In using the 4D Cycle there can be integration of metrics for measurement, standards 
and benchmarks as there would be in standard organisational design. The difference 
with Appreciative Inquiry is that the starting point is an emphasis not on deficits but on 
what is working well (Cooperrider et al 2008).  However, it is the transformative and 
energising potential of Appreciative Inquiry that makes it distinct from other change 
management strategies and may explain why healthcare researchers are drawn to using 
it (Ruhe et al. 2011).  The drive to transform healthcare is panoramic. The antecedents 
and consequences of radical change, how to develop sufficient readiness and the means 
of judging whether the change that has occurred is truly transformational is less 
conspicuous (Lee et al. 2013).  
In appraisal of Appreciative Inquiry Bushe and Kassam (2005) focus on transformative 
change since the dominant claim of Appreciative Inquiry proponents is that 
organisational transformation is possible in deployment of it.  In examination of 20 
cases of Appreciative Inquiry interventions to 2003, 35% achieved transformational 
outcomes (Bushe and Kassam 2005).   Review of the extant literature led to 
construction of an appraisal tool by Bushe and Kassam (2005) in an attempt to make the 
constructs necessary  to induce transformative change more tangible (Table 9).   
Transformation is possible when the Appreciative Inquiry process incorporates the core 
principles and the 4D Cycle, changes background assumptions, generates new 
DISCOVERY
Inquiry starts with observation, 
group sessions and sharing stories 
to identify distinctive strengths
Appreciating
DESIGN
Bridging the 'best of what is' with 
'what might be' by co-constructing
compelling statements of strategic 
intent
DREAM
Creation of energy/enthusiasm,  to 
change the status quo
Envisioning what might be
DESTINY
"What will be?"







knowledge that causes a radical shift in how things are done and creates a platform to 
enable diverse groups to circumnavigate conflict to move forward (Bushe and Kassam 
2005). 
Table 9 Appraisal Tool (Bushe and Kassam 2005) 
Summary of the variables for appraisal 
Transformational – exhibiting a shift in the state of being or identity of the system. 
Outcome has new knowledge or new process where knowledge is a new realisation or considering 
what   was previously impossible. 
Intervention created a generative metaphor or a common reference point that guided participants. 
Intervention adhered to the five core principles (Table 1). 
Intervention followed the 4D cycle. 
Intervention began with collecting stories of the affirmative topic. 
Intervention helped to construct new ground where ground implies creating or changing 
background assumptions. 
Intervention concluded with implementation (specific tangible change as agreed by consensus with 
a focus on the end result) or improvisation (numerous, diverse ideas for change being pursued by 
various actors). 
 
3.7.3 Appreciative Inquiry in nursing 
Arguably, this approach has relevance in a nursing context.  For example, stimulating 
positivity is reputed to enhance disciplinary resilience by unlocking predispositions to 
act for the benefit of others and by increasing the social connection within the 
organisation (Cameron 2008, p.13).   Appreciative Inquiry may assist with greater 
understanding of group dynamics and the inherent anxieties that pervade nursing work,   
In nursing, social defences and attitudes are oftentimes deeply entrenched (Menzies-
Lyth 1959, Goodman 2014, Kirkup 2015).  The anticipated benefit in using 
Appreciative Inquiry for nursing practice is that whilst distinctive strengths are 
identified, damaging dynamics are also exposed and confronted.  Deconstruction of 
maladaptive and potentially destructive behaviours opens the gateway for a type of 
practice that starts not by fault finding and apportioning blame but by building upon 
strengths and prompting a re-thinking of interactions (Reed 2010).  Indeed, the 
perceived resonance between this methodology and the values and principles of modern 





(Reed 2010).   Recent proliferation of negative accounts of nursing has become the 
catalyst for seeking change and alternative frameworks for care.  Appreciative Inquiry 
offers potential as a new intervention approach to tap into core motivations, strengths 
and values that inspire and provide an impetus for change (Ruhe et al. 2011). 
3.8 Aim 
The aim was to find out what the published literature tells us about the impact of 
Appreciative Inquiry on changing clinical nursing practice in in-patient settings. 
3.9  Objectives 
 To identify how Appreciative Inquiry has been used in clinical nursing practice. 
 To examine the use of Appreciative Inquiry as a paradigm for change. 
 To examine the factors that impact on the implementation of Appreciative 
Inquiry. 
 To gain understanding of the nature of change that has occurred by using criteria 
for judging transformation. 
 
3.10 Methods 
An integrative review of the literature was conducted.   This approach summarises past 
empirical and theoretical research and provides greater understanding of a particular 
phenomenon of interest to nurses and other healthcare professionals.  The integrative 
review permits a combination of diverse methodologies and provides opportunity for 
presentation of panoramic perspectives.  The review was guided by the Preferred 
Reporting Items for Systematic Reviews (PRISMA) guidelines.  These guidelines are 
endorsed internationally as an effective method of assessing the completeness of the 
reporting of systematic reviews.  The PRISMA guidelines also have a utility for the 
reporting of other types of research including the evaluation of an intervention (Moher 
et al. 2009).  PRISMA offers specific instruction as to how the title, abstract, 
introduction, methods, search strategy (Figure 3), results and discussion should be 






3.10.1 Sample and inclusion/exclusion criteria 
In keeping with the aims of the review, the focus was on original research using 
Appreciative Inquiry methodology and integrating the 4D cycle.   The 4D cycle was 
included as a criterion because it was deemed by experts (Bushe and Kassam 2005) to 
be an indicator of quality in an Appreciative Inquiry intervention.    The 4D Cycle is 
seen to be critical in the strategic engagement of stakeholders and is fundamental to 
giving structure to the progress of the inquiry.  Without it, there may be omission of or 
lack of attention to key steps in the organisational analysis which could affect the 
potential for transformation (Cooperrider et al. 2008).  Given the proliferation of reports 
of substandard hospital based nursing care, the aim was to identify, evaluate and 
synthesise the evidence about the impact of Appreciative Inquiry on changing clinical 
nursing practice in an in-patient context.  Participants included nurses of all grades, 
patients, carers, relatives, other healthcare professionals including allied healthcare 
staff, management and students as the intervention may pertain to enhancement of 
communications, interprofessional working, culture change, human interactions, clinical 
pathways and processes or the relational aspects of care. Studies were sought from in-
patient settings in any country.  Opinion papers, editorials, discussion papers, policy 
statements, research thesis, dissertations and literature review papers were excluded. 
3.10.2 Literature search 
Online databases were searched for items in English, published in peer reviewed 
journals from January 1990 (when Appreciative Inquiry started to appear as a 
methodology) to July 2015.  A search of the following databases was conducted in 
March 2015 and updated in July 2015:  Cumulative Index of Nursing and Allied Health 
Literature (CINAHL), MEDLINE, Cochrane Library (Cochrane Database of Systematic 
Reviews), Embase, PsychINFO, PsychARTICLES, ASSIA, AMED, Scopus and Web 
of Science (Table 10).   Search terms included Appreciative Inquiry, Appreciative 
Action Research, 4D Cycle, Nurs*, practice development, change management, 








Table 10 Initial search results 
 
3.10.3 Search outcome 
Initial searches resulted in 1826 records being identified.  After duplicate removal using 
Endnote bibliographic referencing system, 928 remained.  A total of 928 records were 
screened by the author and at least one other member of the review team.  Screening the 
titles excluded 791 records with a further 113 records excluded after scanning the 
abstract.  24 full text articles were assessed for eligibility.  13 of these were excluded 
because there was poor integration of the 4D cycle as it pertained to the study.  Eight 
studies (10 articles) were included in the qualitative synthesis (Figure 3).   One author 
(SW) undertook the search.  The three authors (SW, BD, CK) determined the eligibility 
of studies for inclusion in the review. 
3.10.4 Data extraction and evaluation 
The first author of this paper (SW) independently screened all titles and abstracts for 
inclusion. The two remaining authors (BD and CK) each reviewed half of the search 
results.  Discrepancies were resolved by consensus or arbitration.  Full texts retrieved 
were assessed against inclusion criteria and the team met in a one day data analysis 
clinic to agree final inclusion of the papers.   Data was extracted using a standardised 
data extraction instrument incorporating the constructs of the appraisal tool (Table 9) as 
devised by Bushe and Kassam (2005) and the SIGN level of evidence classification 
system. Extracted information included: aims, study design, care setting and country, 
method, sample characteristics, approach to data analysis and interpretation, impact and 
nature of change (Table 11).   
 
Scopus                                                                          550 
MEDLINE                                                                   138 
CINAHL                                                                      163 
Embase                                                                         163 
Cochrane Library                                                           2 
PsychINFO                                                                  378 
PsychARTICLES                                                            5 
AMED                                                                              7 
ASSIA                                                                             85 





3.10.5 Data analysis  
All coding summaries were discussed at team meetings to refine coding and to facilitate 
interpretation of the coded data. Synthesis was narrative using a four step approach and 
involved preliminary synthesis and explanation of the characteristics and findings of 
included summaries using tabulation and thematic analysis and in relation to the review 
objectives.  Why Appreciative Inquiry worked in some cases and not in others was 
extrapolated.  There was assessment of the robustness of the synthesis with reference to 
methodological quality, credibility, clarity and transparency of description.   
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3.11.1 Summary of study characteristics 
A summary of the eight single site studies meeting the inclusion criteria are presented in 
Table 11.  Publication years for selected studies ranged from 2007 to July 2015.  Study 
design was not identified in Clarke et al. (2012), Shendell-Falik et al. (2007) and Lazic 
et al. (2011). Methods in the main consisted of focus groups and structured interviews 
and thematic analysis by researchers.   Five studies (Shendell-Falik et al. 2007, 
Kavanagh et al. 2010, Lazic et al. 2011, Yoon et al. 2011, Clarke et al. 2012) involved 
the implementation of best practice standards to support nurse education, patient 
handovers, pain management practice and oral care service delivery.  Sidebotham et al. 
(2015) examined midwives’ perceptions of their role in the aftermath of recent reforms, 
Trajkovski et al. (2015a) focused on enhancing family centred care. Dewar and Nolan 
(2013) explored developing compassionate relationship centred care in an acute 
healthcare setting.  Care settings were diverse and included paediatrics, acute medicine 
and midwifery.  Participants in the main were nurses (Shendell-Falik et al. 2007, 
Kavanagh et al. 2010, Lazic et al. 2011, Yoon et al. 2011, Sidebotham et al. 2015). 
Only one study, Dewar and Nolan (2013) achieved transformation.  New knowledge led 
to a new process and the 7Cs model (being courageous, connecting emotionally, being 
curious, collaborating, considering other perspectives, compromising and celebrating) to 
support compassionate relationship centred care in everyday practice.  Normative 
practices and behaviours were challenged so that this Appreciative Inquiry led to a new 
way of doing things.     Trajkovski et al. (2015a) increased awareness of the impact of 
nurses’ behaviours on parent well-being.  The collaborative nature of workshops led to 
formation of trusting relationships and was said to have triggered positive self-reflection 
from nurses.    Sidebotham et al. (2015) provided insight into the difficulties that 
midwives have in asserting their contribution and standing within the service.  
Midwives capacity for optimal care giving was restricted by ‘internal dissension’ and 
institutional processes.   
Clarke et al. (2012) demonstrated that structured handoffs minimise the risk of harm to 
patients.  The study provided an opportunity for staff to share ideas about improving 
care and led to the introduction of a standardised verbal report and transfer checklist.  





improve pain management practices (Kavanagh et al. 2010)    There was a realisation of 
the need to capitalise on local human resources to engender change in long term 
sustainable interventions.  In Shendell-Falik et al. (2007) similarly to Clarke et al. 
(2012), there was increased awareness of the danger of substandard handovers.   
Participants agreed that staff morale had improved with enhanced communication and a 
strengthening of rapport.  Lazic et al. (2011) highlighted that the apprenticeship style of 
information exchange between nurses was not working.  The study contributed to 
improvement in nurses’ knowledge base and skills.  This had a positive effect on the 
relationships between doctors and nurses.  In Yoon et al (2011) participants valued the 
implementation of a validated assessment tool, greater organisational facilitation and the 
promotion of interprofessional teamwork as strategies for improving oral health care.  
The Appreciative Inquiry intervention in this case heightened the awareness amongst 
nurses of their role in initiating change. Three themes were inductively derived from the 
findings of included papers in this review:  Appreciative Inquiry as an inclusive and 
democratic process, Appreciative Inquiry as a knowledge translation strategy and 
Appreciative Inquiry facilitation and sustaining change.  The three themes are discussed 
below.    
3.11.2 Appreciative Inquiry as an inclusive and democratic process 
In all of the included studies Appreciative Inquiry was acknowledged by participants as 
a democratic and inclusive process.  The participants who were nurses, nurse leaders, 
patients, family members, ward clerks and allied health care professionals,  welcomed 
the opportunity to get involved in a positive and interactive form of communication 
(Lazic et al. 2011).  Appreciative Inquiry was considered a refreshing contrast from 
hierarchal change management and education frameworks (Kavanagh et al. 2010, Yoon 
et al. 2011).  Appreciative Inquiry demonstrated utility as a research and process 
improvement methodology (Clarke et al. (2012).     In using Appreciative Inquiry there 
was trust, dialogue, teamwork and eradication of mistrust (Shendell-Falik et al. 2007, 
Trajkovski et al. 2015a).  The attention to strengths was considered uplifting as was the 
opportunity to openly celebrate what was working well (Dewar and Nolan 2013).  Only 
Sidebotham et al. (2015, p. 8) expressed disappointment at the outcome of Appreciative 





Bushe (2001) discusses the use of appreciative inquiry with different groups and 
suggests that transformation is more likely if there is a good social fit between the 
aspirations of the group and the ideals of the organisation.  In Sidebotham et al. (2015) 
there is a clear dichotomy between midwives who would like to offer a midwifery 
service on their terms and organisational reforms that aspire to different ways of 
working to achieve continuity of care for child bearing women. In this case, the skill of 
the researcher in facilitating Appreciative Inquiry is unknown. This might be a factor in 
being unable to penetrate a ‘mood of negativity and disenchantment’ (Sidebotham et al 
2015, p. 7).    Despite the pervading negativity, a number of participants in this study 
expressed a wish to continue an experience that they found “cathartic”.   
3.11.3 Appreciative Inquiry as a knowledge translation strategy 
In two Canadian studies (Kavanagh et al. 2010, Yoon et al. 2011), Appreciative Inquiry 
was used as a knowledge translation intervention.  Knowledge Translation was depicted 
as ‘a dynamic and interactive process that includes synthesis, dissemination, exchange 
and ethically sound application of knowledge to improve the health of Canadians’ 
(Kavanagh et al. 2010 p.1).  Knowledge Translation is said to boost the utilisation of 
research evidence by practitioners.  In Kavanagh et al. (2010), Appreciative Inquiry 
addressed the contextually based impediments to promoting research evidence into 
practice.  Although not explicitly stated, it seems that in a further three studies 
(Shendell-Falik et al. 2007, Lazic et al. 2011, Clarke et al. 2012) Appreciative Inquiry 
was used for similar purposes.  For example, in Shendell-Falik (2007) and Clarke et al. 
(2012), participants enthusiastically engaged in a quality improvement process that 
synthesised and disseminated best evidence to standardise patient handovers. 
3.11.4 Appreciative Inquiry facilitation and sustaining change 
In the main, the 4D cycle was rolled out and completed during workshops, sessions or 
modules of short duration (Table 10).    In Dewar and Nolan (2013) was a year- long 
clinically based project where the researcher became immersed in the day to day 
activities of the people and setting.   In Lazic et al. (2011) there was a preparatory phase 
of six months duration to assist participants to become familiar with the concept of 
Appreciative Inquiry and to choose a project of interest.  The project itself was 
conducted for a year.   How much time was spent in the clinical areas wasn’t stated.  





successful deployment of the Appreciative Inquiry intervention.  In Kavanagh et al. 
(2010) the ‘process facilitator’ was essential in the provision of information and in 
conveying the core tenets of the methodology in a manner that was understood by all.   
Sidebotham et al. (2015) proposed that effective Appreciative Inquiry was contingent 
on the skills of the facilitator – the inference being that the inexperience of the 
facilitator in this Appreciative Inquiry may have weakened the power and potency of 
the intervention.  Maintaining and sustaining change was a concern of many of the 
studies.  Kavanagh et al. (2010) remarked that the lack of organised follow up post 
implementation of changes was a significant impediment to participants’ long term 
commitment and motivation.  Similarly, Yoon et al. (2011) observed that the 
commitment and impact of changes wasn’t ‘captured’ beyond the two month appraisal.  
In Lazic et al. (2011) the enthusiasm for maintaining change ‘dropped off’ when staff 
realised the level of work and commitment involved.  In Shendell-Falik et al. (2007) the 






















Nature of change 
 
Sidebotha





To examine midwives 
perceptions of their 
role amid health 
service reforms aimed 
at providing greater 
continuity of care. 
Focus groups, open 
discussion/debate, field notes, 
audio recording and 
transcription of interviews. 
 
23 midwives 
including 1 male 
 





analysis to identify 
empirical codes and to 
examine relationships to 
find meaning within 
and across the data.   
 
A qualitative descriptive 
study that highlighted 
that midwives were 
disillusioned with their 
current working 
conditions 
No change in 
perceptions, behaviours 
or practice of midwives.  
Appreciative Inquiry 
was seen to have failed 




Lazic et al 
(2011) 
 
To explore and develop 
collaborative working 
between doctors and 
nurses.  To develop an 
education programme 
for nurses. 
Not stated explicitly but 
possibly questionnaires. 
 
Age, education and 
number of nurses 
in the unit is given.  
Study sample size 








Not stated. Improvement in 




Implementation of a task 
orientated education 
programme for nurses.  
No evidence of culture 
change or sustainable 
change in beliefs and 
practices. 





translation initiative to 
improve oral care 
service delivery 
 
2 modules or sessions of 10 
hrs duration, questionnaire, 
elevator speeches, notetaking, 
transcription of dialogue and 
other subtleties by a research 
assistant. 
9 nurses including 
7 registered 
practical nurses and 
2 RGNs. 
Complex care 
rehabilitation unit  
for patients with 
stroke, 
neurodegenerative 
disorders and head 
injury in Toronto 





Development of a policy 
to ensure compliance 
with best practice in oral 
care delivery by nurses. 
 
Implementation of best 
evidence to improve the 
technical aspects of oral 
care hygiene.  No 
evidence of change in 




























Nature of change 
 
Kavanagh 
et al (2010) 
 
To determine the 
acceptability/feasibility 
of Appreciative Inquiry. 
To develop an action 
plan to enhance 
evidence based pain 
assessment 
documentation. 
4 sessions over two weeks 
each lasting 3hrs, digital 
recording, semi-structured 
interviews, transcription, 
group and facilitator logs. 
 
3 nurse leaders 
9 staff nurses 
 
Paediatric surgical 






an evidence based 





Implementation of best 
evidence.  Specific emphasis 
on short term improvement in 
existing practices therefore no 
change in culture or normative 
practices within the unit. 
Clarke et al 
(2012) 
To improve patient 
transfers to other units 
to protect patients 
against the risk of 
omission of important 
information during this 
process. 
Semi-structured interviews, a 
workshop, concept mapping, 
brainstorming, storyboards. 
 
29 RGNs, 5 ward 
clerks, 2 home 
care co-ordinators 
9 allied health 
clinicians, 2 
patients, 1 family 
member 
4 acute general 
medical units in a 
Canadian tertiary 
teaching hospital. 
Not explicitly stated. 
Thematic analysis. 
Development of a 
standardised 
verbal report and 
transfer checklist. 
Implementation of best practice 
standards to support patient 
transfers.  Emphasis on 
technical aspects with no 
change in culture or normative 







To enhance family 
centred care in a 
neonatal intensive care 
unit. 
 
1 day workshop, audio 
recording, observation, focus 
groups, interviews, digital 
recording of group 
discussions, small group 
work, large group sessions, 










refinement of ideas by 
participants. 
Development of a 
strategy to support 
family centred 
care in the unit. 
 
Implementation of best practice 
standards.  Increased awareness 
of the impact of nurses’ 
behaviours on parents.  No 
evidence of culture change or 





























Nature of change 
 
Shendell-
Falik et al 
(2007) 
 
To improve nursing 
handovers between the 
emergency unit and 
telemetry unit. 
Interviews where nurses from 
both units interviewed each 
other across departments, 
workshop, storyboarding, 
skits, road mapping. 






in the United 
States of 
America. 
Not stated explicitly.  
Thematic analysis of 
interview content by 
researchers and staff 









Focus on implementation of 
best practice standards.  
Increased awareness of the 
impact of poor communication 
on patients.  No evidence of 









To explore, develop and 
articulate strategies to 
enhance compassionate 
relationship-centred 
care for older people. 
Collecting stories using 
emotional touchpoints, 
informal and structured 
observation, interviews, 
informal discussions, group 
interviews, photo elicitation. 
Nurses 
non- registered care 





12 family members 
 
Acute medical 
ward caring for 





back to participants, 
creative synthesis, 
corroboration of 
themes, sharing and 
analysis of emergent 















Transformational change.  New 
knowledge led to a new process 
and new model to support 
compassionate relationship 
centred care in everyday 
practice.  Normative practices 
and behaviours were 
challenged so that the 
Appreciative Inquiry led to a 










A major finding of this review is that there is limited application of Appreciative 
Inquiry principles overall with inconsistencies in the operationalisation and reporting.  
This makes judgements regarding the impact of Appreciative Inquiry in nursing difficult 
to pinpoint.  
Nurse researchers are beginning to value the potential of Appreciative Inquiry across a 
broad range of contexts and settings Havens et al. (2006).  From a nursing perspective 
and as evidenced by studies in this review, Appreciative Inquiry is viewed as a 
participatory and exploratory process that presents nurses with an opportunity to 
develop ‘effective social networks, high levels of engagement and interdisciplinary 
collaboration (Trajkovski et al. 2013, p.98).  Appreciative Inquiry is perceived as a 
refreshing contrast to the traditional deficits approach to change management.  As a 
consequence,  Appreciative Inquiry is determined to be more likely to engender trust 
and dialogue (Shendell-Falik et al. 2007, Trajkovski et al. 2015).  The blending of 
Appreciative Inquiry with Knowledge Translation is a lucrative one, leading to creation 
of new identities and communities of practice and greater collaborative functioning 
(Kothari and Wathen 2013).   Appreciative Inquiry is complimentary to nursing, 
increasing the utilisation of research evidence and identifying impediments that may 
impede practitioners from disseminating and implementing research findings in daily 
practice (Kavanagh et al. 2010). 
However, only one of the studies achieved transformation (Dewar and Nolan 2013).  In 
this Appreciative Inquiry intervention there was creation of a safe place where members 
of staff dispensed with defensiveness. Co-participation of staff, patients and relatives 
led to development of a framework for practice that radically shifted how nursing was 
done.  In relation to the remaining studies in this review, Appreciative Inquiry resulted 
in small changes in nursing practice and behaviour but radical change of the scale that 
Bushe and Kassam (2005) describe was not achieved. As indicated in a proliferation of 
reports, future nursing practice requires change of greater magnitude if it is to expose 
and confront those dynamics that conspire to cause patient distress.  Appreciative 
Inquiry seeks new alternatives for action and a type of change that transcends 









framework for critical analysis of important elements of the change intervention.  This 
is what makes the Appreciative Inquiry process distinct from the standard quality 
improvement approach. 
The 4D Cycle is the main intervention associated with Appreciative Inquiry (Bushe and 
Kassam 2005).  It is the essential mechanism for addressing design elements that are 
pivotal to success in the Appreciative Inquiry process.  Yet, many of the studies seemed 
to pay only limited attention to the objectives of the 4D Cycle which was generally 
rolled out in a series of workshops of short duration.  This is in contrast to Dewar and 
Nolan (2013) who undertook a year - long clinically based project and became 
immersed in the context and activities of the setting.  In the other studies in this review, 
the 4D Cycle appeared to be superficially applied so that it was difficult for the reader to 
get a feel for the imagery or the unique dialogue or the fateful questioning that would 
ultimately bring about radical change.   There is mounting criticism of the 
implementation of a sanitised version of the now ‘ubiquitous’ 4D cycle.     Interestingly, 
the 4D cycle, once the embodiment of Appreciative Inquiry runs the risk of being 
manipulated to become a reductionist, goals orientated structure (Kavanagh et al. 2010).  
Therein sits a precondition for a successful Appreciative Inquiry intervention.   Rigid 
application of the 4D Cycle, a pervading willingness to conform and an emphasis on 
implementation of standards serves only to maintain the status quo.  Crucially for 
transformation to occur the organisation must be willing to challenge conventional 
practice (Cooperrider et al. 2008, p. 205).  The pre-defined scope of many of the studies 
was at loggerheads with the core ethos of Appreciative Inquiry that calls for 
improvisation by ‘fabricating and inventing novel responses without a pre-scripted plan 
(Barrett 1998, p.608). Kavanagh et al. (2010, p. 6) remark that it was easier to stick to 
implementation of a ‘tailored action plan’ than it was to risk disruption in trying 
something new.  Barrett (2012) talks of the reluctance to disrupt in constraint and ‘too 
much consensus’ and forewarns that a reluctance to disrupt reduces the possibility for 
transformation.   
Appreciative Inquiry literature is replete with reference to the concept of 
Transformation.  As Bushe and Kassam (2005, p. 170) see it, transformation is ‘a shift 









organisation wide transformation is more likely, given the custom of seminars and the 
seeming high rate of investment in professional facilitators.  This is in sharp contrast to 
the realms of nursing, where the resource implications of systems wide change versus 
the paucity of funding in nursing research is challenging.  Additionally, transformation 
in health care is rare because the ‘institutional embeddedness of healthcare occupations 
and organisations’ makes change of this magnitude difficult to attain (Lee et al. 2013, 
p.116).   However, Ham (2014) discusses NHS healthcare strategy and draws attention 
to a ripple effect where localised network and micro system change is seen as the route 
to panoramic transformation. The inference then is that in nurturing multiple 
Appreciative Inquiry hotspots there is the chance of a small scale shift in the state of 
being and the prospect of a snowball effect in securing systems wide metamorphosis.  
Dewar and Nolan (2013) is an example of an Appreciative Inquiry hotspot.  This 
intervention created a shift in the state of being, in the conduct of nursing and 
relationships on an acute medical ward for older people.  Creation of more of the same 
in different clinical settings could possibly achieve the snowball effect that Ham (2014) 
speaks of. 
Transformation then is not beyond the realms of possibility and the constructs as 
outlined by (Bushe and Kassam 2005) afford a level of  tangibility.  It makes sense and 
indeed nursing would look very different, if there was a shift in background 
assumptions and the establishment of a collective platform to enable future discovery.   
It seems that part of the problem in achieving transformation using Appreciative Inquiry 
is in the detail.  This systematic review has revealed an inattention to the nuances of the 
4D Cycle and an apparent lack of cognisance of the core principles (Table 1).  Part of 
the problem too is in the facilitation. 
The importance of the facilitator in creating possibilities for sustainable change has been 
given prominence in many of the studies. Lack of expert facilitation in deployment of a 
complex, unknown methodology, might explain in part the apparent going through the 
motions of the 4D Cycle or the deficit of novel responses that was evident in the 
majority of studies in this review.  Significantly, the only study to engender 
transformation was Dewar and Nolan (2013) and in this case the appreciative inquirer 









facilitation becomes a necessary precursor to the Appreciative Inquiry intervention this 
has implications for its use in nursing, especially in relation to the scarcity and cost of 
hiring a methodological expert.  
3.13 Conclusion 
The findings of this review suggest that Appreciative Inquiry offers potential for nurse 
practice development in strengthening relationships, eradicating defensiveness and 
shaping processes to enhance care for patients.  However, there must be cognisance of 
the pivotal components.  Successful Appreciative Inquiry demands prerequisite 
understanding. Primarily, complex adaptive systems are less responsive to imposed 
organisational design and in healthcare and as advocated by Appreciative Inquiry, 
interventions illuminating human perspectives and maximising the self - organising 
potential work best (Rouse 2008).  Therein is a caution against the choreography of 
Appreciative Inquiry where participant experiences or stories are moulded to fit an 
agenda or a previously drafted master plan.   Throughout most of the studies the 
implementation of procedure and policy was overemphasised so that elements of 
participant inclusivity were almost lost.  Appreciative Inquiry does not advocate being 
dismissive of the best evidence but rather places primacy on language and depth of 
human experiences, on observation and that type of evidence that is borne of 
generativity.  The acquisition of nuanced understanding is unachievable within the 
confines of one and two day workshops.  Furthermore, this is a methodology that is at 
odds with the mantra of reaching targets and yielding a quick fix.   It is likely, given 
restricted healthcare budgets, that Appreciative Inquiry could be insufficiently resourced 
for some time to come. 
The robust conceptual framework distinguishes Appreciative Inquiry from conventional 
organisational design and as a consequence there is a demand for high quality inquiry 
that is more engaged and rigorous (Reed 2012).  Finally, healthcare literature is replete 
with reference to transformation, the exact components of which are difficult to capture.  
The constructs of transformation as determined by Bushe and Kassam (2005) provide a 
workable definition that is transferable across a plethora of domains.  Greater 
understanding prior to beginning an Appreciative Inquiry would expand the scope for 









expert facilitation in ensuring the success of Appreciative Inquiry and in engineering 
transformational change.   
Limitations 
A decision was made to limit the review to studies that included the 4D cycle, as this is 
the main intervention model associated with it.  However, the 4D cycle is increasingly 
being recognised as a reductionist, goals orientated structure where rigid application 
could be perceived as an impediment to successful outcomes in Appreciative Inquiry.  
Furthermore, the blending of Appreciative Inquiry with Knowledge Translation was 
seen to be beneficial in the dissemination, integration and utilisation of research 
evidence.  This review might have benefited from looking at whether the chance of 
transformation was increased in blending Appreciative Inquiry with methodologies that 
are more familiar in a healthcare context.  Narrowing the scope of the review to acute 




Further research is required to examine the impact of professional or expert facilitation 













                                                          










3.14 A synopsis of the key learning from the integrative review of AI 
In synthesising the evidence about the impact of AI in changing clinical nursing practice 
(Watkins et al. 2016) there were many perceived benefits. AI was determined to be a 
methodology to support research designs in diverse contexts and settings.  Normative 
practices were challenged so that AI led to new ways of doing.  AI was seen as a 
rejuvenating approach in comparison to the traditional top down change management 
styles.  The attention to strengths instead of deficits was uplifting.  These benefits 
supported the use of AI in pursuing the aims and objectives of this study.    
However, the critical learning from conducting the integrative review was that in 
previous studies there were inconsistencies in the operationalisation of AI and a lack of 
cognisance of how to embed the principles of AI in different contexts and settings.  In 
particular, the integrative review highlighted the inattention to the nuances of the 4D 
cycle.  In previous studies, there seemed to be rigid application of the four phases as if 
going through the motions of a pre-scripted plan.  In preparing for this study, I realised 
that the phases of the 4D cycle were non-linear and it was difficult to predict in advance 
whether this study would encompass all four phases.  In keeping with the principles of 
AI, the emphasis in this study was on using the 4D cycle in a creative and fluid way 
rather than attempting to force completion of the phases mechanistically and within the 
timespan of the PhD.  
It was evident in the integrative review (Watkins et al. 2016) that many studies using AI 
did not demonstrate how the principles of AI were enacted in the research design.   To 
reiterate, the Constructionist principle amplifies the need to broaden the scope of the 
inquiry so that language and dialogue become a mechanism for construction of 
alternatives and more impactful outcomes (Gergen and Gergen, 2008).   The 
Simultaneity Principle states that the seeds of change are rooted in the things that people 
talk about (Cooperrider and Whitney 2005). To bring these principles to life, this study 
would need to frame questions in a way that encouraged participants to reflect on what 
mattered in experiences of care. I knew from clinical practice that our perceptions and 
assumptions about older people with dementia and their family members were 









versus vulnerable could result in different nursing interactions and responses.  The 
Anticipatory Principle focuses on the use of positive imagery as a stimulus for change; 
people naturally gravitate towards affirmative images or images of the system at its 
best. The Poetic principle calls for integration of creative methods, to increase ‘aesthetic 
awareness and heighten sensory perceptions’ in the group (Sharp et al. 2016, p. 24).   
The Positivity principle states that positive emotions contribute to caring relationships 
and wellbeing.  Positive emotion can open the gateway for creativity and generation of 
new ideas (Bushe 2011).  The research had to be designed in a way that would scratch 
beneath the surface, provoke a reaction and stir up exchanges about core feelings, to 
facilitate the generation of new insights to inform future practice.  To achieve this could 
be challenging and I was conscious that the study would need to incorporate innovative 
AI methods to maximise the potential for generativity.  In this regard, my role as 
facilitator would be critical and as evidenced from the integrative review (Watkins et al. 
2016), not every AI inquirer is a skilled facilitator.   
3.15 Chapter summary 
The previous paragraphs have illustrated for the reader the thought processes involved 
in choosing AI to achieve the aims and objectives of this study.  The chapter began with 
an overview of the philosophy underpinning relational constructionism and the reasons 
for using this framework to support the study were explained.  In reading about 
relational constructionism, I was drawn to participatory research approaches and in 
particular AI. However, it was important that the decision to use AI was based on the 
evidence of its impact in clinical nursing rather than personal preferences. The decision 
to conduct an integrative review of AI as an intervention to change nursing practice in 
in-patient settings was an invaluable one. Key learning from this review highlighted that 
in many of the previous studies there was an inattention to the nuances of the 4D cycle 
and the principles of AI were not strongly embedded in the research design.  This 
evidence ensured that in preparing for this study I would be more attuned to the steps 
that were necessary to address these inconsistencies, thereby increasing the generative 
capacity of the inquiry. In learning about the nuances of AI, I came to understand that 
the research design should be fluid and emergent to accommodate the ever-changing 
nature of ED interactions and experiences.  Also, the design needed to foreground the 









increase the likelihood of generating new insights to inform future care for older people 
with dementia and their family members in ED.    
Based on this learning, the following chapter demonstrates how the 4D Cycle was 
interweaved in the research design and methods.  The chapter incorporates Paper 4 
which illustrates the ‘how to’ of generativity through the use of three critical methods - 
storytelling, appreciative framing and dialogue and collaborative sensemaking.  In 
drawing on my personal experience as facilitator and using the principles of AI as the 
underpinning framework, the process of each of these methods will be described in the 
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This study sought to explore the experiences of family members accompanying an older 
person with dementia in ED and the experiences of ED nurses caring for them.  The 
previous chapter provided the reader with an understanding of the thought processes 
involved in choosing AI as the most appropriate approach to achieve the aims and 
objectives of the study. Key learning from published Paper 1, viz. ‘Appreciative Inquiry 
as an intervention to change nursing practice in in-patient settings: An integrative 
review’ (Watkins et al. 2016), ensured that the 4D cycle was operationalised in a non-
prescriptive way and that the principles of AI were consistently embedded throughout 
the planning and conduct of this research. 
This chapter builds on Chapter 3 and begins with an overview of the four phases of AI.  
This study pertains to the Discovery and Dream phases of AI.  The ED and study site 
made the transition to a new building in May 2018.  Preparation for this move led to 
upheaval and different priorities for nurses in the department.  Consequently, research 
timelines were affected and the study did not formally progress as intended through the 
Design and Destiny phases. Thus, the aims and objectives of this study are embedded 
within the Discovery and Dream phases of AI.   A detailed account of the research 
design; participant recruitment, ethical considerations and methods for data generation 
and analysis is then presented.  Generativity is a core principle that underpins how the 
various methods are to be carried out in AI and informed this study.   Insights into the 
‘how to’ of generativity in Appreciative Inquiry is discussed in Paper 4, illustrating how 
the principles of AI were embedded and how creative methods were used to increase the 
potential for building generative capacity in this inquiry.  Generativity is central to AI, 
yet little published research to date explains the ‘how to’ of doing generativity in 














4.2 Research design 
AI moves through four phases as illustrated in the 4D Cycle (Figure 2).   





AI begins with Discovery of what is working well and what is valued (Dewar et al. 
2017).  In this study, the intention was to draw out from family members and ED nurses 
what makes a difference and what is valued in dementia care experiences.  In 
Discovery, asking what matters can tap into some more negative experiences. However, 
through language and appreciative dialogue the participant is encouraged to reframe the 
negative by considering what matters and using this to inform what they hope for 
(Dewar et al. 2017).    In feeding back and reflecting upon the learning from the 
Discovery phase, participants are encouraged in the Dream phase, through envisioning 
and debate, to collaboratively think about what might be or what the ideal future state 
might look like (Sharp et al. 2018).  This is followed by the Design and Destiny phases 
where participants co-create ways of achieving the ideal and then set about developing 
strategies to embed new developments in everyday practice (Dewar et al. 2017).  This 









ED nurses there were instances were nursing interventions may have moved to the 
Design phase, although this was not formally captured as part of this research.  
 
This was a single site study conducted in a large ED in the southwest of Ireland from 
January 2017 to March 2018.  At the time of undertaking the research, the Department 
saw approximately 65000 patients per annum.  Reconfiguration of acute services in this 
region over previous years, meant that this ED covered a wide geographical area and 
provided emergency care for diverse patient groups including older people with 
dementia.  On an average day, three to five older people with dementia attended ED and 
in most cases they were accompanied by a family member.  In this setting, I was 
confident that there was potential to recruit willing participants to contribute to 
achieving the aims and objectives of the study.    
4.2.1 Aims and Objectives 
For ease of reading, the aims and objectives of the Discovery and Dream phases of this 
study are outlined separately.  In reality and as previously identified in Chapter 3 
detailing the methodology, movement through the phases of AI is intended to be a fluid 
and non-linear process.  It is not the case that the Discovery phase is completed and then 
the inquiry moves onto the Dream phase.  Rather in this study, the Discovery and 
Dream phases were interlinked which involved stepping back and forth between the 
two, to feedback and reflect on new learning.  The appreciative methods and how they 
were used to maximise the generative undertaking of the Discovery and Dream phases, 
are detailed in the data generation section to follow. 
4.2.1.1 Aims of Discovery 
For this study, the aims of the Discovery phase were: 
 To generate insights about what matters and is valued by family members of 
older people with dementia in ED.   
 To capture the experiences of ED nurses looking after older people with 










4.2.1.2 Aims of Dream  
For this study, the aims of the Dream phase were: 
 To share with ED nurses, family member experiences of being in ED with an 
older person with dementia. 
 To co-analyse these experiences with ED nurses and to explore the possibilities 
for future practice. 
 To generate new insights and compelling ideas that could be further developed 
to enhance practice.   
The following section sets out the process of participant recruitment and the key ethical 
considerations.  
4.3 Participants 
The key participants for this study were family members accompanying an older person 
with dementia in ED and ED nurses.  Purposive sampling was used to recruit 
participants who were available and willing to discuss and reflect on their experiences 
(Palinkas et al. 2015).   In this study, the aim was that participants would be able to 
articulate what mattered or was valued in caring for older people with dementia in ED. I 
believed that the perspectives of family members and ED nurses may inform each other 
and in doing so unearth future possibilities for enhancement of dementia care 
experiences.   Family members who did not speak English or were too distressed and/or 
with an older person with dementia who was critically unwell were not recruited.  Older 
people with dementia were not included and the reasons for this are outlined in Chapter 
3 Methodology (3.2). 
4.3.1 Recruitment of participants 
ED nurse participants were recruited from 60 of 70 nurses who were working in the 
department.  At the time of conducting this research there were 10 nurses who were on 
sick leave or maternity leave.  ED nurses were recruited to the Discovery phase and the 
Dream phase of the study.   In the Discovery phase, 12 ED nurses permitted me to work 
with them as a participant observer while they cared for an older person with dementia.  
In the Dream phase, 10 ED nurses took part in a learning conversations session to co-









During recruitment, I held information sessions each morning for two weeks, before the 
night shift finished and the day shift began to capture as many nurses as possible. It was 
critical that ED nurses understood the appreciative nature of the observation.  I 
explained that this study afforded opportunity for interaction and mutual learning and as 
a researcher I could learn from them.  I emphasised that the focus of the study was on 
gaining situational understanding; finding out about what worked well and what 
mattered to them in caring for older people with dementia and then entering into 
dialogue with them about why these practices worked well.  Verbal information was 
supplemented with information leaflets about the study which reiterated why they were 
being asked to take part and what they had to do for this to happen (Appendix 6).  In 
addition, I placed flyers (Appendix 9) about the study in key locations such as the staff 
room and changing areas.  
Table 12 illustrates the profile of ED nurse participants recruited to the Discovery and 
Dream phases of the study.  An in-depth discussion of methods and how they were 
maximised in this study is presented in data generation. 
Table 12:  Profile of ED nurse participants 
Phase No. of nurses 
recruited/grade  
Age range /years 
qualified 
Data generation methods  
Discovery 
What is working 
well? 
What matters? 
12 staff nurses 
 
<2 yrs in ED (n=5) 
2-5 yrs in ED (n=4) 
>5yrs in ED (n=3) 
Age: 22-38 yrs 




using appreciative framing 
and dialogue. 





think about what 
might be. 
Envision an ideal 
future state. 
Participants (n=10)  
Staff nurses (n=7) 
CNM (n=2) 
ANP (n=1) 
Age:  22-50 yrs 








I placed flyers (Appendix 8) about the study in key locations throughout the hospital 
where family members might see them such as the coffee shops and canteen.  Fifteen 
family members were recruited to the Discovery phase of the study (Table 13). It would 
have been difficult to include family members in the Dream phase as they had left the 









unknown when family members were interviewed.   Family members were recruited to 
take part in an hour-long interview to talk about their experiences.  In this study, family 
member interviews were storytelling sessions:  to generate knowledge about what 
mattered to them and was valued by them in dementia care experiences in ED and to 
provide findings for discussion and co-analysis with ED nurses in the Dream phase.  
Nine family members were recruited through ED.  The triage nurse and the named nurse 
looking after the older person with dementia agreed to inform me when the family 
member arrived in ED.  The ED nurse introduced me to the family member where the 
family member had given permission for this to happen.  Family members were 
approached when the older person with dementia was being discharged from ED or 
admitted as an in-patient.   Family members were given written information (Appendix 
4) explaining the purpose of the study, why they were being asked to take part and the 
risks and benefits associated with participation.  Family members were contacted ten 
days later to see if they were willing to give their consent to take part.  
It was more difficult to recruit sufficient numbers of family members in ED than I had 
anticipated. Some family members were busy coping with the situation at hand and 
could not commit to taking part in the study at that time.   I sought approval from the 
local Director of Community Nursing Services to help with recruitment of family 
members.  Family members who were interested in taking part gave permission to the 
community nurse to pass on their contact details.  Six family members were recruited in 
this way.  Table 13 illustrates the profile of family members recruited to the Discovery 
phase of the study. 
 
Table 13:  Profile of family member participants 
Phase No. of family 
members 
recruited 
Gender Age range Methods used in 
data generation 
Discovery 
What is working 
well? 
What matters? 































4.4 Ethical considerations 
Support from the lead consultant in ED (Appendix 1) and the Chief Director of Nursing 
(Appendix 2) was obtained before carrying out this research. Ethical approval was 
granted by the hospital research ethics committee (Appendix 3).  Consideration of the 
ethical conduct of this study was an ongoing process which was particularly important 
given the unfolding and emergent nature of the research design and the likelihood of 
unanticipated situational challenges (Reid et al. 2018).  The main ethical considerations; 
consent, anonymity and confidentiality and protecting participants from harm are 
detailed in the following sections. 
4.4.1 Informed consent 
In the Discovery phase of this study, 12 ED nurses consented to let me work with them 
as a participant observer and 15 family members consented to take part in an hour-long 
interview about their experiences.  In the Dream phase, a further 10 ED nurses 
consented to take part in a learning conversation session to co-analyse findings from the 
Discovery phase.  This study adhered to the Health Service Executive guidance on the 
general principles of consent for research (HSE 2013). All participants were provided 
with information in writing (Appendix 4, 6) and verbally informed about the study, as 
indicated in the previous section on recruitment.  Family members were asked for their 
permission to audiotape the interview and all family members agreed to this.  Family 
members were assured that they could withdraw from the study at any time without 
giving a reason.  Given the emergent nature of this research design, it was important to 
continue to check that consent was ongoing.  Family members were consented before 
the interview began (Appendix 5) and consent was re-negotiated with family members 
during interviews.  In this study, the interview provided an opportunity for appreciative, 
provocative, open and inquiring conversation with family members (Dewar et al. 2016) 
and this may have been different to what they expected or were used to.   In exploring 
experiences in this way, I needed to ensure that family members felt comfortable to 
continue.  No family members withdrew from the study.   
The same approach was used for consenting ED nurses.  Informed consent was obtained 
(Appendix 7) before and during participant observation in the Discovery phase and 









checking consent particularly during participant observation; a number of ED nurse 
participants were junior and may have been daunted by the prospect of being observed 
by a senior nurse no matter what the nature of the observation.  In addition, the 
workload of ED nurses was unfolding and difficult to anticipate in advance and this 
may have prompted some ED nurses to have second thoughts about taking part.  
However, no ED nurses withdrew from the study at any stage.    
 
4.4.2 Confidentiality and anonymity  
The study met all general data protection regulations.  All data concerning participants’ 
personal details were aggregated and anonymised and known only to me. This was 
important for ED nurse participants who were recruited from a small community of 
nurses working in the department. Therefore there was a risk that they could be 
identified from their responses and direct quotes used in this thesis and in the 
dissemination of findings (Surmiak 2018).   To mitigate this risk, family members and 
ED nurses were given unique identifiers, for example FMC1 or N1.  Electronic or 
manual data collected (digital recordings, transcripts, typed-up field notes) were stored 
in a locked filing cabinet in one of the supervisor’s office on the university campus.  An 
encrypted, password-protected computer stored information pertaining to the study and 
was accessed only by me and the supervisors. All records pertaining to this study will 
be kept for no longer than seven years to conform to research governance requirements 
(HSE 2019).   
In this study, ED nurses were observed when providing care.  ED nurses were informed 
that confidentiality could not be upheld if I witnessed poor or unsafe care (NMBI 2014) 
or if I had a reason during the episode of observation to be concerned for their 
wellbeing. There were no such concerns in carrying out this research. 
  
4.4.3 Maintaining the wellbeing of ED nurse and family member 
participants 
AI is a form of relational practice where research is ‘done with’ rather than ‘done to’ or 
‘done on’ participants (Dewar et al. 2017, p. 121).  In this study, this premise ensured 









emotion and affirmative language and dialogue as a basis for generation of new 
knowledge.  However, research about experiences is not risk free (Gibson et al. 2013).  
There is no doubt that family members recalling a visit to ED with an older person with 
dementia who was acutely unwell or ED nurses recalling their experiences of caring for 
an older person with dementia maybe upsetting.   Equally so, there was a chance that 
recollection of these experiences could have a cathartic effect (Butler et al. 2019).  In 
this study, interviews lasted no longer than one hour and could be stopped by the family 
member at any stage. Prior to interview, family members identified a trusted person to 
be contacted in the event of them becoming distressed during the interview.  No family 
member became distressed or stopped the interview.  As previously stated, consent was 
renegotiated during the interview by checking that participants were happy to continue.  
At the end of each interview, I confirmed with each family member that their story 
could be shared with ED nurses in the Dream phase of the study.   
For ED nurses, participant observation in the Discovery phase lasted no longer than four 
hours.  My position as an insider-researcher prompted me to reflect on how this may 
influence ED nurse participants prior to observing them at work.  I was conscious that 
five of the nurses taking part in the study were less than two years qualified.  As junior 
nurses, they may not have had the confidence to say that they wanted or needed the 
observation to stop.  I informed each ED nurse at the beginning of observation that it 
could be stopped at any stage if the ED nurse requested or if I as the researcher 
determined that the workload for the individual nurse was becoming too busy for 
observation to continue. On two occasions I had to step out of researcher mode and 
revert to practitioner mode because the nurse being observed needed assistance to 
prioritise and manage a heavy workload.  Observations continued during this time and 
provided me with a real world sense of the time critical and unpredictable nature of 
emergency nursing work. 
In the Dream phase of the study, two of the research supervisors who were experienced 
facilitators were present during the learning conversations session, to provide support to 
ED nurse participants should they become distressed. No ED nurse participant became 
distressed during the learning conversations session.   I was conscious of the need to 









perspectives.  I discussed agreed ways of working with ED nurse participants before the 
learning conversations session began.  This was important in establishing what would 
help participants to feel safe, valued, stretched and stimulated.   How this was achieved 
is discussed further in Paper 4, viz.  ‘Generating insights into what matters to 
emergency nurses and family members when caring for older people with dementia:  
How to use generativity as a principle of Appreciative Inquiry’.   
In this study, the wellbeing of participants was enshrined in the use of appreciative 
methods.   All participants including the researcher were invited to embrace key aspects 
of appreciative conversations to notice what people care about,  to start conversations 
that matter and to ask what is possible instead of what is wrong (Wheatley 2002).   
4.5 Data generation   
Data generation in AI aims to be generative where generativity is about helping people 
to see things in new ways or with fresh eyes.  Generativity is concerned with 
challenging assumptions and encouraging participants to move beyond prevailing ways 
of thinking and doing (Gergen 1978).  In this ED, there tended to be lots of talk about 
deficits and negatives in approaches to nursing care.    In learning about generativity, I 
came to understand that there was a need to shift away from negatives and deficits, so 
that participants could think instead about how to work appreciatively and collectively 
towards a more hopeful future (Positive and Anticipatory Principle). I aspired to 
incorporating methods that would stimulate uplifting conversations (Poetic Principle), 
thus enabling participants to see the world with a fresh perspective (Barrett and 
Cooperrider, 1990).   The Constructionist principle amplifies the need to broaden the 
scope so that language and dialogue become a mechanism for construction of 
alternatives and more impactful outcomes (Gergen and Gergen, 2008).  The following 
paragraphs report the ‘how to’ of generativity in the Discovery and Dream phases of 
this study, through the use of three critical methods; appreciative framing and dialogue 










4.5.1 Data generation:  Discovery phase 
Data generation methods in the Discovery Phase were participant observation of nurses 
caring for older people with dementia in ED and interviews with family members who 
accompanied them (Table 14). Appreciative framing and dialogue underpinned the 
approach to participant observation and family member interviews were conducted in a 
way that recognised the power of storytelling as a mechanism to overcome resistance, to 
reframe narratives and to bring small, latent discoveries to the foreground (Lewis, 2011; 
Richards, 2016). 
Table 14 Data generation Discovery Phase  
Phase Participants Activity/Data generation 
Discovery Phase One 
What is working well? 
What matters? 
ED nurses (n=12) 
Family members (n=15) 
Participant observation using 
appreciative framing and dialogue 
 
Capturing family member stories in 
interviews. 
 
4.5.1.1 Participant observation with ED nurses 
I had to be pragmatic in my approach to observation. As stated previously, I was 
‘invested’ in this research; historically and socially immersed in the setting and shared 
similar values, passions and vested interests as the participating group. It would have 
been impossible therefore to conduct observation in the place where I worked without 
getting involved in daily routines and activities. Spradley (1980) identifies that a 
researcher can engage in five types of observation; non-participant, passive participant 
(spectator), moderate, active or complete involvement.   In this study, I assumed the role 
of a moderate participant observer where I was taking part in the daily lives of the 
people under study to a limited extent and at the same time observing, listening to what 
is said and questioning what was going on in a situation (Takyi 2015).  This approach 
was in keeping with the mutual learning ethos of this research.  In encompassing the 
poetic principle of AI, co-authorship and co-participation between researcher and 
participants is emphasised as a means to disrupt prevailing ways of thinking and doing 
(Cooperrider and Whitney 2005).  In other words, this approach gave legitimacy to 
others’ opinions and perspectives whilst acknowledging that my experiential knowledge 









The purpose of participant observation in this case was multifold; to encourage 
engagement, to discover positive practices and approaches that may be taken for 
granted, go unnoticed or hidden and to unearth the tacit knowledge that may be 
embedded in the situational, contextual and relational nature of ED nursing work.  
There were 35 hours of observation in total which was less than anticipated but 
understandable given the unpredictable nature of the ED environment. I took field notes 
and jotted down quick thoughts, observations and feelings.  The intention was that field 
notes would help me to gain a fresh perspective, challenge my assumptions of what 
nursing actions and skills enhance the experiences of dementia care in ED and perhaps 
stimulate development of new ideas that could be tested in practice.   I worked 
alongside ED nurses for 12 periods of observation, providing basic care which included 
assisting patients to the toilet or helping them with eating and drinking.  Periods of 
observation lasted two to four hours.  The setting was familiar which meant that I 
instinctively knew what to do and when to give a hand without being instructed. This 
was beneficial as a participant observer because it facilitated natural interactions with 
patients and opened the gateway for more fluid conversation and discussion with ED 
nurses.  
As an insider-researcher, I was conscious that the approach to observation should enable 
me to enter the field with a new lens, to view aspects of clinical practice with a fresh 
perspective as if it were unfamiliar.   To achieve this, field notes were mapped to the 
7C’s of caring conversations (Table 15), developed by Dewar (2011) to support 
















Table 15 7Cs of caring conversations (Dewar 2011) 
Key attributes Dimension 
Being courageous Courage to ask questions and hear responses  
Trying things out. 
Feeling brave to take a risk. 
Connecting 
emotionally 
Inviting people to share how they are feeling.  
Noticing how you are feeling and sharing this. 
Being curious  Asking curious questions about even the smallest of happenings. 
Looking for the other side of something that’s said, and checking things 
out. 
Looking for the sense in what other people are saying. 
Suspending certainties. 
Being collaborative   Talking together, involving people in decisions, bringing people on board, 
and developing a shared responsibility for actions.  
Constantly checking out with others if your interpretation is accurate. 
Looking for the good in others to encourage participation and 
collaboration. 
Considering other  
perspectives 
 
Creating space to hear about another perspective. 
Recognising that we are not necessarily the expert. 
Checking out assumptions. 
Being open and real about expectations. Recognising that other 
perspectives may not be the same as yours and feeling comfortable to 
discuss this in an open way. 
Compromising  Working hard to suspend judgment and working with the idea of 
neutrality. 
 Helping the person to articulate what they need and want and share what 
is possible. Talking together about ways in which we can get the best 
experience for all. 
Celebrating  
 
Making a point of noticing what works well. Explicitly saying what works 
well and asking questions that get at the why. 
Continually striving to reframe language to the affirmative. 
 
The 7C’s framework (Table 15) helped to sharpen my focus on specific ways in which 
interactions took place and to concentrate on those small utterances and non-verbal 
nursing approaches that worked well in particular situations.  This is illustrated in the 
field note excerpts below.   
Field note 23/01/2017: N3 caring for M, 77 years old man with advanced dementia.  N3 
states she is ‘voice for M who has no voice literally’ – M can no longer verbally 
communicate. Team of doctors comes to review M – resus (resuscitation) status.  N3 
insists Consultant must come back to discuss when M’s wife is present. N3 ‘this could 
be my granddad and how I would I feel if a decision about resuscitation was made 
without including my granny, me and other family members in that discussion’.  









In this period of observation, I was struck by N3’s ability to connect emotionally with 
M and his wife.  This enabled her to recognise and anticipate situations that may cause 
family members distress.  N3 displayed courage in sticking up for practice that she 
believed in without feeling that there may be negative consequences.  
Field note 09/03/2017:  N12 introduces herself to D, 84 years old man with advanced 
dementia.  Daughter present.  N12 - daughter seems ‘a little tense’ and ‘it must be very 
frustrating from her perspective’ because she was here with the same problem only two 
weeks ago.  N12 decides ‘best tactic’ - ask daughter as much as possible about D, to 
build rapport/ease her anxiety.  Asks daughter about D’s likes and dislikes.  N12 
discovers daughter very anxious about D having bloods taken ‘very distressing for him 
last time’.  N12 asks daughter for advice on how to take bloods – least distressing way.  
Daughter pleased with this – smiling/keen to get involved.  Daughter tells me N12 is a 
‘good nurse’ -‘she listened and asked me something about the dementia, cos some of 
them don’t bother’. 
In being curious, N12 was eager to turn the situation around so that the conversation 
centred on family member as an ally rather than family member as difficult or hostile. 
N12 was able to scratch beneath the surface to discover the reasons for the daughter’s 
anxiety.  The positive caring practices that related to being curious included N12 asking 
the family member about D’s likes and dislikes.  Considering the daughter’s 
perspectives and being attuned in the moment, opened the gateway for compromise and 
collaboration which resulted in an approach to blood taking that worked well in this 
situation. These attributes may lay the foundation for development of more relationship 
centred approaches to ED dementia care. In reflecting and feeding back these moments 
to ED nurses, there was an opportunity to celebrate, to let ED nurses know that their 
contribution was valued and to discuss how these interactions could happen more of the 
time.  
The example presented above demonstrates where nursing interactions moved beyond 
the Discovery and Dream phases of AI to the Design phase where N12 strategically set 
about working with the family member to co-create a strategy for enhancing the 
experience of blood taking for an older person with dementia.  In discussion, N12 









and these could be learned and refined over time. Similarly, N4 (participant observation 
25/01/2017) talked about her strategy to get to know the family member quite well 
which she believed was critical in providing ‘good care for T’, a 78 year old man with 
advanced dementia. N4 used a range of expressions such as ‘you are the expert’, ‘can I 
ask your advice’, ‘can we do this together’ or ‘what helps’ to encourage the family 
member to get involved in deciding on the best approach to caring for the older person 
with dementia.   She believed that in using just one of these expressions there was 
potential for enhancement of experiences. 
In addition to participant observation, interviews with family members were critical to 
discovering examples of skilled human interaction that enhanced mutuality and 
connectedness in the care giving relationship (Dewar and MacBride 2017).  
4.5.1.2 Interviews with family members 
Storytelling is a core part of AI and essential to a generative and creative process 
(Richards 2016).  In this study, the interviews were framed through a storytelling 
approach.  Storytelling provided family members with an opportunity to step out of 
their everyday role, a time to pause and to share something of themselves.  By telling 
their stories, family members were encouraged to reframe their personal narratives in a 
more positive way.   For example, FMC10 felt that it was ‘inappropriate for older men 
and older women like my mother to be cramped close together on hospital trolleys.  The 
older generation were brought up in an era when this was unacceptable’.  When asked 
what would have made her experience better, she replied ‘a private spot, a dedicated 
space for my mother would have made a big difference’.       
In telling their stories, family members were involved in co-authoring the future (Poetic 
Principle); their personal experiences were central in the co-analysis with ED nurses and 
therefore pivotal in shaping a future ideal.  In AI, inquiry in itself is a force for change 
(Simultaneity Principle); the questions asked can give voice to latent stories and also 
create new stories, meanings and narratives (Richards 2016, Dewar and McBride 2017). 
The questions developed for the interview guide were semi structured and open ended 










Table 16 Indicative interview questions 
Tell me a little bit about yourself 
Can you tell me what it is like living with somebody with dementia 
What happened that you needed to come to the ED 
How did this make you feel – your initial thoughts/feelings 
What were you initial thoughts on arrival in the ED? 
Can you help me to understand this more? 
What did you value about your experience? 
What could have made your experience better? 
How could we ensure this happens more of the time? 
 
To the reader, it may seem that these questions are not particularly generative.  At the 
outset, the concept of generativity was new to me.  The ability to really engage with 
generativity in data generation coincided with my development as a researcher and as 
the study progressed.  Hence, there is greater emphasis on maximising potential for 
generativity in Dream rather than in Discovery.  In retrospect, the use of visual imagery 
in interviews with family members may have led to generation of deeper insights and 
better helped participants to see things in new ways.  
However, the questions asked were flexible and fluid and encouraged natural 
conversation and communication, so that participants were actively engaged in 
unearthing what matters and was valued by them when accompanying an older person 
with dementia in ED.   The question how you feel rather than what happened has the 
potential to be provocative. The intention was to harness family member emotion and 
energy into uplifting conversations about what they would like to see happening in 
everyday practice (Positive and Anticipatory Principle).  For example, to the question 
what did you value about your experience, FMC1 responded that the ‘nurse appeared to 
understand our situation.  She asked me what M was normally like and what was 
happening with him that he needed to come to A&E’ 
In answering what would have made your experience better, FMC6 explained ‘I feel like 
there’s no kind of tag on my Dad that says he has dementia.  He’s just treated like an 
adult.  There is this expectation then about his behaviour and that’s not really fair.  He 
finds taking blood very traumatic, so developing little techniques for dementia patients 









to take blood and explaining to him how many bottles of blood will be taken so that he 
could count them’. 
Fifteen family members were interviewed which included face to face interviews (n=11) 
and telephone interviews (n=4).  In ideal circumstances all interviews would have been 
face to face, as non-verbal cues such as facial expressions, body language and dress, 
may have added to the richness of the interview (Oltmann 2016).  Working with 
participants was central to the participatory and collaborative nature of this research.  
Family members were encouraged to take the lead in deciding how and where they were 
interviewed.  Telephone interviews are generally perceived as a poor substitute for face 
to face interviews (Drabble et al. 2016).  However, in this study, telephone interviews 
were advantageous because family members were able to negotiate interviews around 
busy work and home life schedules (Oltmann 2016, Drabble et al. 2016).  Telephone 
interviews were shorter (30-40 minutes) but provided an opportunity for interactive 
exchanges with family members.   
With regard to face to face interviews, some family members wanted to be interviewed 
in their own home (n=6) and others in a café or hotel foyer of their choosing (n=5).  I 
was upfront with family members that I was nervous about interviewing them in a 
public space because of ethical considerations; their experiences may be overhead by 
others so it would be difficult to maintain confidentiality or they may become upset 
during the interview.  Family members explained that being in a café or hotel foyer 
added a sociable and relaxing aspect to the interview.  These were cafes or hotels that 
were familiar to them and evoked happy memories of times spent with family or 
friends. As previously outlined, family members identified a trusted person to be 
contacted in the event of them becoming distressed during the interview.  No family 
member became distressed or stopped the interview.  Interviewing people in their own 
home has the potential to disrupt power dynamics because family members are 
empowered to influence how the interview plays out in their own personal space 
(Elwood and Martin 2000).  I felt interviews in the home provided insights into the 
lifeworld of family members (Elwood and Martin 2000).  This added nuanced 
understanding and gave a sense of the multiple demands and responsibilities of family 









at home may shape family member perspectives about what matters and is valued in 
caring relationships with ED nurses.  The story at home may also provide ED nurses 
with insights about what is important in enhancing the experiences of dementia care.   
I anticipated that recounting family member stories would touch peoples’ hearts and 
encourage participants to look at things differently (Bushe 2007) in the Dream phase.   
4.5.2 Data generation:  Dream phase 
Appreciative framing and dialogue and storytelling were the critical threads weaved into 
the Discovery phase and continued through to Dream phase of this study (Table 17).   
Table 17:  Data generation Dream phase 
Phase Participants Activity/Data generation 
Dream Phase  
Collaboratively think 
about what might be. 
Envision an ideal future 
state. 
ED nurses (n=10) 
 
Learning conversation session 
incorporating: 
Storytelling 
Appreciative framing and dialogue 
Collaborative sensemaking 
 
Inspiration for the Learning Conversations Session came from the Learning and 
Innovating from Everyday Excellence (LIFE) framework (Sharp et al., 2017; Dewar 
2012).  The purpose of the Learning Conversation Session was to provide ED nurses 
with an opportunity to learn from family member stories and observations from practice 
in as close to ‘real-time’ as possible (Sharpe et al. 2017).  The Learning Conversations 
session was a novel and refreshing change from traditional learning and practice 
development formats; the specific focus on noticing, sharing and exploring ‘everyday 
excellence’  ‘beautiful practice’, ‘golden nuggets’ and exchanges or moments was a 
new experience for this group of ED nurses.   Feedback from the learning conversations 
session was given to ED nurse participants.  The intention in giving feedback was that it 
would be interactive, ED nurses were asked to elaborate on specific issues or themes 
that had emerged in the session (Appendix 10).   
The following section presents Paper 4, viz. ‘Generating insights into what matters to 
emergency nurses and family members when caring for older people with dementia:  
How to use generativity as a principle of Appreciative Inquiry’. This paper illustrates 









way that amplified the potential for generativity in this phase of the research with ED 
nurses.   Generativity is an enticing concept for researchers but there is a lack of 
guidance on how to do it in practice. In this study, I was curious about what methods or 
processes would work best and how they might be creatively used to build generative 
capacity.   This paper may be an important reference for researchers who want to 
maximise opportunities working with frontline staff to co-analyse data and develop 


























Generating insights into what matters to emergency nurses and family 
members when caring for older people with dementia:  How to use 
generativity as a principle of Appreciative Inquiry.   
 
Abstract 
Background:  Participatory research approaches aim to hear the voices of those who 
give and receive services to co-create insights into future improvements in care 
experiences.  Appreciative Inquiry (AI) is one such participatory approach.  The 
purpose of AI is generativity which is defined as helping people to see old things in new 
ways.  Generativity shows much potential but there is little research describing the 
“how to” of doing this in practice.  This paper describes the how to of generativity in 
the Dream Phase of an AI study.  
Aims:  The aim was to share and co-analyse with emergency nurses, family member 
experiences of being in an emergency department with an older person with dementia.  
Methods:  Three critical methods were used to generate data - storytelling, appreciative 
framing and dialogue, and collaborative sensemaking. The principles of AI provided the 
framework for data analysis.   
Findings:   In using AI methodology, emergency nurses were able to envision a 
preferred future based on what people value and what matters in approaches to care. 
Generativity enabled them to visualise what it would take to bring this new way of 
nursing to reality. 
Conclusions:  Creative methods, when maximised, may be powerful tools in reframing 
narratives and helping practitioners to transcend the rut that perpetuates the status quo 
and obscures hope for the future.  Generation of new insights and perspectives is critical 
to identifying and developing strategies for practice enhancement.  
Keywords 
Appreciative inquiry, generativity, practice development, dementia care, emergency 










One of the hot topics in current health debates is how to really hear the voices of those 
who give and receive services and how to co-create future possibilities together through 
research (Sharp et al. 2018).  Participatory research places value in mutual learning, 
situated understanding and human experience as a platform for the generation of new 
knowledge from within practice (Dewar and Sharp, 2013; Langley et al. 2018). 
Appreciative Inquiry (AI) is one such participatory approach.  AI moves through four 
phases as illustrated in the 4D Cycle (Figure 3).  This methodology seeks to create new 
practices and knowledge based on appreciative dialogue and generativity (Sharp et al. 
2018).  Generativity is essential to challenge assumptions and to offer fresh alternatives 
for future practice and theory development (Gergen 1978).  Generativity is central to 
AI, yet little published research to date explains the “how to” of generativity in practice 
(Bushe and Paranjpey, 2015, Bushe and Storch, 2015).  The purpose of this paper was 
to find out how generativity may be maximised through the use of three creative 
methods - storytelling, appreciative framing and dialogue and collaborative 
sensemaking. In drawing on my personal experience and using the principles of AI as 
the underpinning framework, the process of each of these methods will be described as 
they were operationalised in this research.   
The first author is a senior nurse in clinical practice and is also undertaking a PhD 
which is seeking to explore the experiences of dementia care in the Emergency 
Department (ED).  The research was conducted in two phases.  This paper describes the 
Dream Phase of this study conducted in a large ED in the southwest of Ireland.   In the 
Discovery Phase, family members were interviewed about their experiences of 
accompanying an older person with dementia in ED, to better understand what people 
valued and what worked well in approaches to care (Watkins et al. 2019).  My intention 
in the Dream Phase of this study reported here was to; engage nurses in co-analysing 
data from family member experiences, to generate new knowledge to act as a catalyst 
for future forming work and knowledge development in relation to emergency nursing 
care for older people with dementia in ED.  Nurses were recruited to participate in a 
learning conversations session which was inspired by the Learning and Innovating from 
Everyday Excellence (LIFE) framework (Sharp et al. 2017, Dewar 2012).   This study 









4.7 Study Aims 
The aims of the Dream phase of the study were to: 
 Share with emergency nurses, family member experiences of being in the 
Emergency Department with an older person with dementia. 
 Co-analyse these experiences with emergency nurses and explore the 
possibilities for future practice. 
 Test out methods that could enhance generativity. 
 Generate new insights and compelling ideas for development. 
4.8 Methodology 
AI was the methodology used in this study.  Rooted in social constructionism and the 
teachings of Kurt Lewin and Edgar Schein, AI was conceived by Cooperrider and 
Srivasta in 1987 as part of the extended family of participatory action research 
approaches (Grieten et al. 2018).  AI calls for collective progression through four 
distinct phases of inquiry (Figure 3), beginning with a grounded exploration of the best 
of what is, collaborative articulation of what might be, working together to develop 
what might be and culminating in experimenting with what can be (Dewar et al. 2017).  
When conducted skilfully, AI can lead to the so called crafting of provocative 
propositions to stimulate the building of generative theory from within practice (Bushe, 
2011, Grieten et al. 2018).  Watkins et al. (2016) conducted an integrative review of AI 
as an intervention to change nursing practice in in-patient settings. A key finding was 
that in previous studies there were a lack of understanding of how to enact the principles 
of AI to achieve generativity.   
Appreciative Inquiry is underpinned by a set of five foundational principles (Table 18). 
In building generative capacity the principles draw attention to what people talk about, 
dismiss or downplay (Bushe and Marshak, 2016).  The topics of conversation can be 
powerful influencers in shaping how things are done (Constructionist).  A new future 
requires new conversations to create new possibilities.  Generativity is possible when 
focus shifts from thinking about negatives and deficits to thoughts about how to work 
appreciatively and collectively towards a more hopeful future (Positive and Anticipatory 
Principle).  A focus on uplifting conversation and  images of the future (Poetic) can 









meanings and enable people to see the world with fresh perceptions’ (Barrett and 
Cooperrider 1990, p. 223).  In building generative capacity, I am conscious that inquiry 
is intervention (Simultaneity) and questions in this case become less about discovering 
what is and more about creating what is (Bushe 2013). 
Table 18 Principles of Appreciative Inquiry (adapted) 
Principle Principle 
The constructionist principle 
Words create worlds 
Knowledge is shaped by experience and 
conversation in relation and is constantly 
evolving. The ‘future’ is generated by the 
language we use and our relationships with 
one another.  This principle emphasises the 
role of language and places human 
communication at the centre of organisational 
change.  Conversations create collective 
meaning.  Stories of success are uplifting. 
The poetic principle 
What we study or focus on grows 
An organisation is perceived as an ‘open book’ with 
an on-going and changing narrative, being co-
authored by stakeholders. There is a choice in what 
we add to the ‘story’, by what we choose to focus on, 
which influences the direction of the organisational 
narrative.  This principle draws attention and energy 
into cultivating behaviours and attributes what we 
want to see.  The metaphors we use shape our beliefs. 
The simultaneity principle 
The very first question starts a change 
Inquiry is intervention, they are not separate.  
The questions we ask alter how we think and 
act.  The very first question that is asked 
influences the engagement process. AI is 
about crafting questions that elicit possibility 
and inspire hopeful images of the future.  
Emphasis is on life nurturing not life depleting 
questions. 
The anticipatory principle 
Image inspires action 
The image we have our future can impact on our 
current choice of action. By our current actions being   
a   reflection   on   our   current thoughts or images of 
the ‘future’, we can create that future that we think is 
probable in our mind.  Positive imagery inspires 
positive action. 
The positive principle 
Leads to greater wellbeing 
Holding a hopeful image of the future can free 
up creativity in reducing fear and anxiety, 
encouraging people to move in a positive and 
hopeful direction forward.  Positive emotions 
contribute to caring relationships and 
wellbeing.  This principle can help to expand 
thinking and being receptive to others ideas.  
As opposed to negative emotions which can 
have a shutting down effect. 















Gergen (1978) described generative capacity as the ability to: 
‘challenge the guiding assumptions of the culture, to raise fundamental 
questions regarding contemporary social life, to foster reconsideration of that which is 
taken for granted and thereby furnish new alternatives for social action’ (Gergen 1978, 
p. 1346).   
Dialogue in itself will not engender change (Bushe 2013, Bushe and Marshak, 2016). 
Generativity is necessary to move beyond prevailing ways of thinking and doing, to see 
old things in new ways. This expands future possibilities and increases the likelihood 
that participants may be compelled to act in new ways that are beneficial to them and 
others (Figure 4).    
Figure 4 Facets of generativity (Bushe 2013) 




Generativity is an enticing concept but there is a lack of practical guidance on how to do 
it in practice. In this case I was curious about what methods or processes would work 
best and how they might be maximised in building generative capacity and in helping 
participants to explore and co-analyse perspectives with fresh eyes.  These insights may 
help to inform researchers who want to maximise opportunities working with frontline 












Purposive sampling was used to invite nurses from the team of 70 working in ED to 
take part in a learning conversations session to co-analyse findings from the Discovery 
phase.   Approval was obtained from the local research ethics committee (Ref 113/16 
Feb 2018).  The session was explained in writing and verbally to each of the nurses 
taking part.  Written informed consent was obtained before the session began.  
Participation was voluntary and it was explained to participants that they could 
withdraw from the session at any time.  All data were kept strictly confidential and 
stored in accordance with general data protection regulation (GDPR 2018).  Ten ED 
nurses including early career and senior nurses took part in a learning conversations 
session lasting six hours paced over one day.  
  
4.10.2 Process of Learning Conversations Session:  Set up  
Inspiration for the Learning Conversations Session came from the Learning and 
Innovating from Everyday Excellence (LIFE) framework (Sharp et al. 2017; Dewar 
2012).  The location and set up of the Learning Conversations Session was critical to 
building generative capacity.  It was important to create a safe place where participants 
felt they could express their feelings and perspectives.  Agreed ways of working were 
developed with the group and informed by the 7C’s of Caring Conversations (Table 15), 
conceived by Dewar (2011).  The agreed ways of working were important in 
establishing what would help participants to feel safe, valued, stretched and stimulated.   
4.10.3 Process of Learning Conversations Session:  Storytelling 
Storytelling is a core part of AI and essential to a generative and creative process 
(Richards 2016).  In research, storytelling can help overcome resistance, reframe 
narratives or bring small, latent discoveries to the foreground (Lewis 2011, Richards 
2016).  In this context, storytelling became a potent method to generate learning about 
the good and not so good in care experiences without apportioning blame.   Two family 
member stories from the Discovery Phase of the study were shared with ED nurses 









experiences that were positive and instances where substandard care compounded 
distress.   























In the learning conversations session, one person read the story aloud and then each 
member of the group was asked to re-read the story to themselves and highlight aspects 
of the story that grabbed their attention or stood out for them.  Everybody in the group, 
including the researcher, shared their response to what was read.  This process was also 
followed for story two.   
4.10.4 Process of Learning Conversations Session:  Appreciative framing 
and dialogue 
Group members were then asked to further reflect on these experiences of hearing the 
story, using a framework for appreciative dialogue (Table 21).  Each component of the 
framework was worked through so that each story discussion took approximately 70 
minutes to fully discuss and explore.    It was important to work through the 
appreciative dialogue framework logically (starting with Discovery) but not in a way 
that was mechanistic or merely going through the motions.   Framing questions 
‘He was diagnosed with Dementia but we really didn’t know that that’s 
what it was or what it was really.  If he went to the loo there might be some 
splatters on his clothes.  He wouldn’t be aware of that and my Mam would 
have been very sort of, straighten yourself up and almost that there was a 
laziness on his part or that he wasn’t taking care of himself or the condition 
of the toilet after him.  And she was sort of, didn’t really understand that 
this was not……….we thought it was a choice.  Like he was choosing to be 
you know, not to be careful and everything else’ (FMC6). 
‘My patience is starting to go because nobody has come near my mother.  
They came and got her name and that was it.  It was mobbed there.  I know 
there isn’t enough staff there.  My mother could start cursing and swearing.  
And there’s lots of people looking at you.  It’s the same with a small child.  
You go into a supermarket and you say I’d give that child a slap if he or she 









appreciatively is a critical element in building generative capacity.  It was important to 
me to authentically represent the experiences of family members and at the same time 
not undermine this group of ED nurses as colleagues.   The very first questions asked 
are fateful (Bushe 2007),   meaning that they set the stage for discovery, storytelling and 
hopeful conversations about the future (Dewar et al. 2017).   
Table 21 Framework for Appreciative Dialogue (Sharp et al. 2017) 
Discovery   
 What feelings does this bring up for you, those you might welcome or struggle with? 
 What is there to celebrate in this story? 
 What are you curious about? 
 What surprises you? 
Dream (Envision) 
 What would we like to happen more of the time? 
 How would we prefer things to be?  
Design (Co-create) 
 Thinking about our vision, what feels real and possible - however small? 
 What can each of us do to put our vision into practice?  
 Who can help? 
 What are the risks and what will help you to take them? 
Destiny (Embed) 
 If things move in the direction we want, what might people be noticing? 
 How would we like ourselves and others to judge the quality of our work? 
 
4.10.5 Process of Learning Conversations Session:  Collaborative 
Sensemaking 
In this context, sense making is understood as a social process where meaning is 
‘negotiated, contested and mutually co-constructed’ (Maitlis and Christianson 2014, p. 
66).  This can springboard action that might otherwise be impeded (Hultin and Mähring, 
2017).   The use of symbolic representation or imagery can help to deepen inquiry, to 
unleash latent, tacit or unconscious knowledge (Dewar 2012, Sharp et al. 2018).  In this 
inquiry, a collaborative sense making tool developed by the LIFE programme (Sharp et 
al. 2017, Dewar 2012) and consisting of 12 images with words (Figure 5) was used to 











Figure 5 Composite of images chosen by participants 
   
       
                        
Words are provocative prompts and thus have generative potential, provoking reflection 
or stimulating alternative dialogue, leading to new insights or thinking (Bushe and 
Marshak 2016).  For the last 45 minutes of the Learning Conversations Session, 
participants were asked to consider their discussion with the appreciative dialogue.  
They were asked to view images such as an owl or fireworks and words such as 
hallelujah or unmentionable, to identify those which prompted a response or question 
from the previous discussion.  The intention was to add a playful and experimental 
dimension to the session as this is at the heart of AI (Sharp et al. 2018).   Each person 
explained why they had chosen a particular image or images and what feelings or 
thoughts that image had provoked in them.   
4.11 Data analysis    
I audiotaped the Learning Conversations Session and transcribed it verbatim. The first 
step in data analysis involved reading and re-reading the transcript several times.   Each 









but also to conversation that was seemingly banal.  Responses generated by use of the 
collaborative sensemaking tool were also analysed. Participant statements and 
commentary were mapped to the principles of AI (Table 18) which was used as the 
framework for analysis. Key themes were discussed with the second co-author and 
refined in discussion with other authors.    
      
4.12 Findings  
In the following section I provide examples of participant responses generated in the 
Learning Conversation Session using the three creative elements; storytelling, 
appreciative framing and dialogue and collaborative sensemaking.  These responses 
have been themed under the framework of the principles of AI (Table 18) and illustrate 
how the concept of generativity and the principles of AI were brought to life. 
4.12.1 Constructionist Principle- Words create worlds 
The Constructionist principle amplifies the need to broaden the scope so that language 
and dialogue become a mechanism for construction of alternatives and more impactful 
outcomes (Gergen and Gergen, 2008).  The learning conversations session focused on 
the power of stories as a catalyst for change (Richards 2016).  Family member 
experiences were recounted in a way that generated conversation and interaction and 
appeared to strengthen emotional connections within the group ‘we have to stand 
together and fight for what we believe is right’ (N7).  The nurses were able to tap into 
what was valued and important, to move beyond the here and now, to change the 
narrative so that stories could be reframed in the future ‘we don’t have enough cubicles 
to prioritise everybody. We can’t knock down walls.  We should think about what it is 
we can do’ (N1). 
To begin with, listening to family member stories stirred conversations about feeling 
demoralised and overwhelmed, of not being able to look after people in an ideal way. 
 ‘There are so many people that it has become a conveyor belt.  One in, one out, 
next one in and next one out.  Our nursing part is gone.  It has been taken away from us.  









By using a series of questions that were appreciative and curious (Table 21), I prompted 
the group to think about their feelings in reaction to family member stories.  For 
example, the question ‘what feelings does this bring up for you?’ seemed to provoke 
potent emotions such as guilt or inadequacy: 
 ‘I struggle with the fact that nobody came back to her.  I am uncomfortable 
when she says they came got her name and that was that’ (N6).   
I wanted to acknowledge these emotions for this was a critical first step in helping the 
group to understand the self-limiting effects of negative language and conversation.  I 
probed further, incorporating a repertoire of appreciative questions (Table 21) such as 
‘what feels real and possible?’ or ‘what would you like to happen more of the time?’.  
This seemed to result in a reframing of language where conversation was buoyed by 
words such as ‘picking up on nuances’, ‘intuition’, ‘gut instinct’ to describe the skills 
that they would like to use more of the time.  The group believed that when nurses had 
the opportunity to work intuitively together, this could increase the potential for 
integration of alternative and better approaches to care. 
 ‘When two nurses work well together like this it enhances the possibility of 
creating options in approaches to care’ (N6). 
 ‘We communicated between us and we created another option between us.  She 
knew exactly where I was coming from’ (N8).   
The Constructionist Principle states that words create worlds.  In the Learning 
Conversations Session, nurses used words such as creating options and communicating 
between us.  This gave me a sense that nurses envisioned a bright future where 
relationships and building collective strengths would be central.   
4.12.2 Simultaneity principle – The very first question starts a change 
The Simultaneity principle states that the very first questions asked determine the shape 
and direction of an inquiry. Even the word simultaneity is evocative of a type of inquiry 
that is fluid and dynamic.   Change and inquiry should occur simultaneously 
(Cooperrider and Whitney 2001).  The learning conversations session integrated 
methods and processes to help ED nurses to consider future possibilities.   The inquiry 









21). As mentioned previously, the questions posed were curious, designed to provoke a 
reaction, to stir up exchanges about feelings and future hopes or aspirations.  The 
learning conversations session sought to sow the seeds of change where small change 
might manifest as laughter, seeing others’ perspectives or using alternative dialogue. 
Family member stories (Table 19 and Table 20) were intentionally provocative.   As 
well as describing elements of care that worked well, they also gave account of 
experiences that did not go so well.  In Story One, the family member gave account of a 
time in ED when her father needed to have a blood test.  The approach used by the 
nurse to take the blood was upsetting for her and her father because the process was 
rushed and took place in a crowded area with lots of onlookers.   In the second story, the 
family member recalled waiting for 45 minutes for her mother to be triaged.  She felt 
that nobody in ED cared.    Traditional research approaches might have sought to 
question the group as to what happened, what went wrong or who was responsible.    In 
AI and using appreciative dialogue there is no culture of blame.  This cleared head 
space within the group for co-analysis of family member stories, to really hear about 
what mattered to family members and to contemplate how similar situations might be 
approached differently in the future.  So instead of perceiving family members as 
‘people you might want to run away from’ (N9, N10) or ‘not make eye contact with’ 
(N5), the group came to understand that ‘five minutes might be so important to them’ 
(N2) and that ‘making a conscious effort to chat about other things such as how things 
are at home’ (N8) was possible and could make all the difference. 
In working through the phases of the Framework for Appreciative Dialogue (Table 21), 
I was genuinely curious about how ED nurses might augment the value of their 
contribution, what they would like to happen in their day to day practice and how they 
would prefer things to be in the future.  These questions were designed to create a 
change from life depleting to life nurturing dialogue. At first the group found these 
questions difficult to answer.  They were usually consumed in the here and now and not 
accustomed to being given the space to think about what they would like to happen 
more of the time or how they would like things to be. In this dialogue there was hope, a 









in fact become instrumental in shaping and influencing the future context in which they 
found themselves (Sharp et al. 2018).   
 ‘Even being able to spend five minutes could make a difference.  These five 
minutes maybe so important.  I think we are completely under estimating the value of 
communication.  (N6). 
 ‘I remember being able to spend a few hours getting stuck into basic care.  It 
was one of the best three hours I have ever spent.  I had time to be with the patient, to 
chat to them.  They could talk to me about things, their cat or their dog at home.  This 
was something ordinary, hearing about ordinary things’ (N2). 
In enactment of the Simultaneity principle, the group came to recognise the value of 
human contact and inquiry as a means of enhancing experiences of dementia care.   In 
this inquiry ED nurses were intrigued by the question ‘what surprises you about this?’ 
(N1, N4).  In responding to this question they realised that mundane conversations 
could be therapeutic for family members and ED nurses. 
4.12.3 Positivity principle – leads to greater wellbeing  
The Positivity principle states that positive emotions contribute to caring relationships 
and wellbeing.  In this study, the Positivity principle came to life as stories of success 
and life nurturing conversation came to the foreground. This was not an attempt to 
sanitise negative experiences of care.  The session was about promoting ‘social 
bonding’ and a sense of caring and wellbeing within the group (Cooperrider and 
Whitney 2001, p. 17).   This was critical to expanding the possibility for creativity, free 
thinking and receptiveness to alternative points of view.   
Initially, family member stories (Table 19 and Table 20) stimulated discussion about 
negative depictions of ED nurses. The literature talks about nurses suspending 
compassion and disconnecting from patients with dementia, in an effort to prioritise 
their own needs, to exercise control over those who are vulnerable (Clissett et al. 2013, 
Digby et al. 2017).  Such language and images of nursing and nurses can serve to 
perpetuate or reinforce negative stereotypes of nurses as uncaring.  In inquiring 
appreciatively (Table 21), I was able to support the group to work through this.  For 









cared.  I encouraged the group not to take this negative comment at face value and 
instead reflect on what the family member was really saying about human contact and 
interaction.  The group was asked ‘what is there to celebrate in this story?’  They found 
it surprising that there may be a positive in something that was overtly negative; in 
flipping negatives, the group were able to identify that family members valued 
conversation and contact with ED nurses. This propelled the group into thinking about 
instances where they had made a difference.  
  ‘The family member was very angry with everything.  I just asked her how long 
her Mam had dementia.  And then she kind of changed.  Her whole conversation 
changed.  She became much more open to conversation.  The whole shield went down’ 
(N6). 
 ‘I said to the relative is this her norm?  Is she agitated normally?   The relative 
said she had a lot of pain.  So I got her pain relief.  I put her into a cubicle and dimmed 
the lights.  Once she had the pain relief and was more comfortable, she actually slept’ 
(N5). 
This approach expanded the group’s thinking to considering how opportunities for more 
positive rapport and dialogue with family members might be created as opposed to 
expending negative energy about why this may not be possible.  They acknowledged 
the value and wisdom in storytelling and believed that family member accounts of their 
experiences could be used to platform future care.    
‘So we should be encouraging those family members that are there.  At the end 
of the day the relative knows the person with dementia inside out, far more than we 
know them.  They are the link’. (N3).   
Bringing the Positivity principle to life meant that the group were able to see beyond the 
potential for hostility with family members to focus instead on building connections and 










4.12.4 Poetic principle – what we study or focus on grows and expands 
The Poetic principle calls for integration of creative methods, to increase ‘aesthetic 
awareness and heighten sensory perceptions’ in the group (Sharp et al. 2016, p. 24).    In 
the Learning Conversations Session, participants were drawn to the following images in 
the collaborative sensemaking tool (Figure 5).      
In choosing ‘Spreadable’ (Figure 5) ED nurses acknowledged that they were spreading 
themselves too thin.  This image spurned the realisation that spreading themselves too 
thin impacted their ability to care for older people with dementia and their family 
members as they wanted to. 
 ‘We are not kind of saying what we are seeing.  On most days I do if I’m being 
honest feel a bit sad for us all, the whole system.  Patients are my priority any day and 
they are not being treated properly’ (N10).   
Being able to talk about their feelings in the group, to admit to vulnerability, enabled 
these ED nurses to shed some of the guilt of not being able to give the type of care they 
wanted to give.  This was identified as therapeutic (N1).  In day to day practice ED 
nurses stated that they could never really talk about this.   This was reflected in 
unmentionable (Figure 5).  
 ‘Unmentionable strikes me.  We are all thinking things a lot of the time inside in 
our heads but we don’t or we might be too scared to mention it’ (N2). 
In this safe space they felt comfortable being open and transparent as there was no fear 
of reprisal or saying something wrong.   
‘Here in this room, everybody is entitled to state and make their viewpoint 
known without fear of repercussion.  Everybody’s opinions are acknowledged and taken 
into account’ (N6). 
The group chose the images Words of Wisdom and Previously Hidden (Figure 6) to 
reflect collective wisdom and strengths. 
 ‘We need to take what we have learned today between ourselves and try to 
make sure this infiltrates the rest of our group.  People will stand up and say look we 









They were prompted to consider how in using collective strengths and wisdom, the 
narrative could be changed so that the true skills of nursing which were previously 
unacknowledged by themselves could come to the fore. The group felt that the use of 
the sense making tool with words and imagery led to deeper inquiry and expression of 
deeper sentiments that may otherwise have not been considered. 
4.12.5 Anticipatory principle – Image inspires action 
The Anticipatory principle is ‘bringing the future powerfully into the present as a 
mobilising agent’ (Cooperrider and Whitney 2001, p. 16).  A core objective of the 
learning conversations session was to elicit discourse about what future nursing practice 
might look like.  Participants were primed to think about the future ideal in appreciative 
questions such as ‘what each of us could do to put our vision into practice?’, ‘who can 
help?’ or ‘what are the risks and what will help you to take them?’   These questions 
were useful in stimulating new meanings and new stories that would in turn ‘allow 
previously impossible or incompatible actions to be seen as not only possible but long 
overdue’ (Bushe and Marshak 2016, p. 7).   
Consequently, the group came up with the metaphor ‘bucking the trend’ to reflect what 
it would take to get to reach the ideal future.  There was a realisation that they could 
bring about change with self-initiated action. A brighter future could be achieved if ED 
nurses supported each other.  Barrett and Cooperrider (1990) discuss the power of 
generative metaphor as a means of cultivating new perspectives and seeing things 
through a new lens.  Metaphor is described as an ‘invitation to see the world anew’ 
(Barrett and Cooperrider 1990, p. 223).    
In the future the relational aspects of nursing care would be considered just as important 
as the more technical aspects.  Bucking the trend would inevitably disrupt the status quo 
and change how others’ judged the quality of ED nursing work.  Participants were asked 
to expand on what was meant by bucking the trend, to explain what this would involve. 
 ‘As a group if we are saying that the current practice is wrong why are we 
continuing to do it.  We are meeting all the targets and everything because we are 
throwing people into the zones.  We are just flinging them down there.  If we were doing 









The group recognised that changing the way they conducted their practice may upset 
others’ in the organisation that had certain expectations of them.  There was a growing 
confidence within the group that they had the capacity to overcome resistance to make 
this happen. 
 ‘People would be ticked off higher up the food chain but that’s fine.  Let them be 
ticked off.  At least we will be able to stand over what we are doing and give a proper 
rationale for our actions’ (N10). 
The learning conversations session resulted in the creation of a generative metaphor and 
opened the gateway for development of provocative propositions (Table 22) to stimulate 
the building of generative theory from within practice. 
Table 22 Provocative propositions 
We defy stereotypes.  We have bucked the trend to create 
options in care, to experiment, to practice novel and intuitive 
nursing approaches. For us, this is real emergency nursing. 
 
We believe that relationships are at the heart of everything 
we do.  In our relations with each other we celebrate 
individual and collective strengths.  Valuing each other in 
this way enables us to truly take part in caring for those that 
need our help, exceeding our own and others’ expectations.  
Of this we are proud.  
 
We appreciate that mundanity can be therapeutic.  We 
recognise the potency in everyday, seemingly banal 
encounters. Through patient stories, we have come to learn 
that small gestures, a kind word, a simple ‘how are you 





This paper aims to show how creative methods were used to enhance generativity which 
is a central focus of AI.  Sharp et al. (2018) contend that play, poetics an imagery are 
essential elements in stimulating emotional and intuitive responses in AI.  While many 
studies purport to use an AI approach (Hung et al. 2018, Martin and Paliadelis 2019), 









they were maximised to achieve generativity.    In contrast, this study illuminated the 
process of storytelling, appreciative framing and dialogue and collaborative 
sensemaking to reframe the prevailing negative discourse (Clissett et al. 2013, Dewing 
and Dijk, 2016) on in-hospital dementia care. In previous literature it was suggested that 
nurses in acute care settings viewed physical tasks as their primary concern (Digby et 
al. 2017) and no longer recognised the nursing paradigm (McConnell et al. 2016).  
However, in working with generative methods, nurses in this study aspired to ‘real 
nursing’ comprised of nuanced understanding and creating opportunities for integration 
of alternative approaches to care. 
Significantly, ED nurses in this study opened up to the prospect of incorporating 
alternative approaches to care.  In nursing there can be compliance with a culture of 
routine tasks and ways of doing (Dewing and Dijk 2016, McConnell et al. 2016, Fogg 
et al. 2018).  Hung et al. (2018, p. 4) suggested that AI opened the gateway for building 
‘a new prevailing culture to replace the old’. Similarly in this study, ED nurses talked 
about disrupting the status quo, using the generative metaphor ‘bucking the trend’ to 
reflect their appetite for change going forward.   
To be generative, this inquiry needed to be more than handing out a transcript of a 
family member story, and asking ED nurses to talk about it.  Incorporating visual 
inquiry (Roddy et al. 2019) in the form of images with words was intended to be 
provocative, to open up individual perspective and opinion to group scrutiny.  In the 
learning conversations session, playfulness was used as a strategy to enable participants 
to explore emotive and sensitive experiences without tension (Roddy et al. 2019). The 
approach of AI is ideal for research on sensitive topic areas where emotions may run 
high or perspectives may be contested (Clouder and King 2015).   The use of creative 
methods enabled ED nurses to authentically hear both positive and negative experiences 
of care but also helped them to see the potential for alliances with family members.  
Trajkovski et al. (2013) also highlighted the potential of AI in building effective 
partnerships and collaborations.   
It is clear that generativity is as much about the development of researchers, their 
practices and relationships as it is about research participants (Hibbert et al. 2014). 









2016) and yet researchers who have used AI in healthcare rarely talk about it.   There is 
an art to facilitation (Balfour 2016, Dewar and Sharp 2013, Miller et al. 1997).  In the 
beginning I was uneasy about running a session that was not prescriptive or pre-packed.  
In learning about AI, I came to understand and as advocated by Dewar and Sharp (2013) 
that this experience was intended to be shared and dynamic rather than facilitator 
imposed or led.  As a facilitator, I was compelled to reflexively consider what meanings 
I was creating and what narratives my actions were ‘privileging and marginalising’ 
(Bushe and Marshak 2016, p. 3).  This approach gave legitimacy to others’ opinions and 
perspectives whilst acknowledging that my experiential knowledge could contribute to 
the generative capacity of this undertaking. 
4.14 Conclusion 
Using the principles of appreciative inquiry as a philosophical guide, ED nurses were 
able to make sense of contextual challenges, to freely express their feelings and 
thoughts, to appreciate their nursing strengths and to contemplate how these strengths 
could positively impact the wellbeing of older people with dementia and their family 
members.   Storytelling, appreciative framing and dialogue, and collaborative 
sensemaking when maximised are powerful methods in increasing the potential for 
generativity. Researcher understanding of the values and principles of AI impacts the 
potency of research findings. More research outlining the “how to” of generativity is 
required.  As it stands, AI is on the fringe of healthcare research.  Perhaps in the 
growing trend towards participatory research, practitioner-researchers will recognise the 
untapped merits of collaboration and co-creation. 
Limitations   
This was a small study conducted in a single ED.  Findings may have resonance with 
but are not transferable to other EDs. 
ED nurse participants self-selected to take part in the study.  Their views do not reflect 
the views of all nurses working in ED. 
Implications for practice 
 Generativity is an underexplored concept yet it has the potential to help 









assumptions and ingrained ways of doing, paving the way for consideration of 
more innovative care approaches. 
 Patient and/or family member stories play an important part in practice 
development, to determine what matters and is valued in enhancing experiences 
of care, and to provide a foundation for creation of more relationship-centred 
and contextualised nursing strategies.  
 Finding ways to integrate the relational aspects of care provides a mechanism 
for nurses to articulate their skills and contribution in highly technical and task 
orientated clinical environments.  A focus on mutuality and connectedness is 
central to enhancing therapeutic interactions between family members and 











                                                          









Paper 4 illustrated that in the Dream phase, data generation and data analysis were 
interweaved in a fluid and dynamic process. The following paragraphs describe the 
same approach in the Discovery phase of this study.   
4.15 Data analysis:  Discovery phase 
In the Discovery phase, methods for data generation included participant observation 
with appreciative framing and dialogue and storytelling in family member interviews.  
Data analysis in this study used a fluid and intuitive approach.  As previously stated, I 
was historically and socially immersed in the research setting and therefore shared 
similar values, passions and vested interests as the participating group. For this reason, 
the inquiry had to adopt a relationally reflexive approach; my subjective interpretation 
and experiential knowledge could inform the analysis and also I needed to be conscious 
of what meanings I was creating and what narratives my actions were ‘privileging and 
marginalisng’ (Bushe and Marshak 2016, p. 3).  As an insider, it was important to keep 
an audit trail, documenting processes and making explicit my own values and intuitions.  
Regular meetings with research supervisors were held so that themes and approaches to 
data analysis could be reviewed and discussed.  The range of data generation methods 
was inclusive of multiple voices and perspectives.  Peer review, through reflection and 
informal discussions ensured that these perspectives were accurately represented. In 
addition, it was important that family member stories were authentically represented.  
FMC2 agreed to read the transcript of her interview and verified that her story and 
insights were accurately depicted.  
Throughout the study, data generation and analysis were intertwined.  This was an 
inductive process.  Data analysis began with the first episode of observation and the first 
family member interview; I was searching for actions, behaviours, gestures, interactions 
that mattered and were important in enhancing experiences of dementia care in ED. In 
addition, the six step approach (Table 23) developed by Braun and Clarke (2006) 
provided a structure to guide thematic analysis; in an iterative way of moving back and 











Table 6 Six steps of thematic analysis (Braun and Clarke 2006) 
Step One Familiarisation with the data 
Step Two Generating initial codes 
Step Three Searching for themes 
Step Four Reviewing potential themes 
Step Five Refining and naming themes 
Step Six Producing the report 
 
To familiarise with family member stories, I transcribed each interview as soon as 
possible after it had taken place.  Each interview took approximately eight hours to 
transcribe.  Interview transcripts were read several times over; consciously searching for 
what stood out, noticing the mundane or exceptions in what people said, finding out 
what mattered or what worked and was valued.  Key messages within each interview 
led to development and mapping of themes.  For example, initial assessment and triage 
was discussed by ED nurses and family members. Data from interview transcripts and 
participant observation fieldnotes were merged as illustrated in Figure 6. Potential 
themes were presented to the research supervisors, so that connections and patterns in 
the data and naming of themes were collectively refined and debated. 
Figure 6 Theme map:  Triage 
 
 







































The wider literature was explored for corroborating and alternative responses.  The 
approach to data analysis and the outcomes were published in Paper 2 (Watkins et al. 
2019), viz.  ‘Caring for an older person with dementia in the Emergency Department 
(ED):  An Appreciative Inquiry exploring family member and ED nurse experiences’.  
This paper is presented in Chapter 5 Findings.  
4.16 Assessment of the quality of the research 
The quality of this research has been enhanced because it has been deemed suitable for 
widespread dissemination after scrutiny in the publication and peer review process (Ali 
and Watson 2016).  In further appraisal of the quality of AI there are a number of tools 
to choose from.   Bushe and Kassam (2005) developed an appraisal tool as illustrated in 
Table 9 which informed this study.   
Table 9 Appraisal Tool (Bushe and Kassam 2005) 
Summary of the variables for appraisal 
Transformational – exhibiting a shift in the state of being or identity of the system. 
Outcome has new knowledge or new process where knowledge is a new realisation or considering 
what   was previously impossible. 
Intervention created a generative metaphor or a common reference point that guided participants. 
Intervention adhered to the five core principles (Table 1). 
Intervention followed the 4D cycle. 
Intervention began with collecting stories of the affirmative topic. 
Intervention helped to construct new ground where ground implies creating or changing 
background assumptions. 
Intervention concluded with implementation (specific tangible change as agreed by consensus with 
a focus on the end result) or improvisation (numerous, diverse ideas for change being pursued by 
various actors). 
 
Crucially in this study, the 4D cycle was operationalised in a creative and fluid way 
rather than attempting to force completion of the phases mechanistically and within the 
timespan of the PhD. The principles of AI were embedded so that data generation in the 
Discovery and Dream phases resulted in generativity where there was consideration of 
what was previously impossible and the enthusiasm to ‘buck the trend’ to disrupt 
background practices and assumptions.  The criteria by Bushe and Kassam (2005) and 
their interpretation of transformation was conceived within a business context.  









Transformation in healthcare is rare (Lee et al. 2013).  This study did not enter the 
Design and Destiny phases and so it is difficult to say whether transformation as defined 
by Bushe and Kassam (2005) would have been achieved.  However, with organisational 
support it is possible that this study may underpin the implementation of specific 
tangible change, therefore it has the potential to transform in the future.   
Using Bushe and Kassam’s (2005) criteria, the quality of the inquiry is appraised on the 
basis of a completed 4D Cycle.   In looking for an additional criterion to assess the 
quality of this research, I discovered the Authenticity Criteria conceived by Nolan et al. 
(2003).   Lincoln and Guba (1985) developed Authenticity Criteria to assess the quality 
of qualitative research approaches.  The criteria were re-framed by Nolan et al. (2003) 
in a language that is understandable to everyone including participants and practitioners.   
The five components suggest that markers for quality in research are:  equal access, 
enhanced awareness of the position of self and others, encouraging action by: providing 
a rationale or impetus for change and a means of achieving this change. Table 23 sets 





















Table 23 Quality criteria for the research (inspired by McBride 2017, Roddy 2017) 
Authenticity criteria Quality in inquiry Process in this inquiry 
Equal access All stakeholders listened to and 
valued.  
Challenging preconceptions  
Inviting ED nurses and family 
members to take part in the 
study. 
Dialogue of equals approach. 
 
Enhanced awareness of 
position of self 
Learning about myself through 





Using a relationally reflexive 
approach to the research as 
discussed in this chapter. 
Enhanced awareness of 
position of others 
Learning about others through shared 
conversation and reflexive dialogue. 
Using participant observation 
linked to the 7Cs of Caring 
Conversations and family 
member stories to help 
participants understand 
interpersonal skills, small 
gestures, kind words that can 
enhance experiences.   
Encouraging action:  
providing a rationale for 
change 
Inquiry as Intervention (Asking 
questions about what we might like 
to change is an action) Mobilising 
local knowledge ( We hold the 
knowledge about what works well 
and what we could do even better) 
Storytelling to unearth 
moments of excellence and 
what could be done better.  
Building generative capacity 
but also capacity for self-
initiated action. 
Encouraging action: 
providing the means to 
achieve change 
Inquiry as Intervention (Asking 
questions about what we might like 
to change is the beginning of change) 
Local use value. 
Learning conversations 
session and enactment of 
principles of AI throughout the 
study.  Use of appreciative 
framing and dialogue.  
Development of provocative 
propositions through 
collaborative sensemaking.  
Identify pre-requisites for 
more relationship centred care 
approaches. 
 
The Authenticity Criteria (Nolan et al. 2003) is discussed further in Chapter 6 










4.17 Chapter summary 
This chapter demonstrated how the principles of AI were brought to life in a study that 
sought to explore the experiences of family members accompanying an older person 
with dementia in ED and the ED nurses caring for them.  A range of critical methods; 
participant observation, appreciative framing and dialogue and storytelling were 
creatively embedded so that the process of data generation was provocative, stirred up 
emotions and prompted debate about prevailing assumptions and ways of doing.  The 
Learning conversations session was a new experience for ED nurse participants and 
showcased family member stories using an  approach to learning and practice change 
that has the potential to be transformative.  Generativity is an under explored concept.  
Yet, building generative capacity and the capacity for self-initiated action in nursing 
research may become part of the solution to embedding relationship centred approaches 
that enhance dementia experiences and articulate ED nurses’ interpersonal skills as 
central to this process.  I have come to understand that being an AI inquirer is a way of 
being. In facilitating this study, I have learned much about the impact of appreciative 
framing and dialogue in shaping everyday encounters and in transcending the rut that 
perpetuates the status quo and obscures hope for the future.    
The following chapter presents the findings from this study and includes published 
Paper 2, viz. ‘Caring for an older person with dementia in the Emergency Department 
(ED):  An appreciative inquiry exploring family member and ED nurse experiences’ 
(Watkins et al. 2019).  Key themes are identified and discussed within the wider 
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The previous chapter demonstrated how creative methods were used to increase the 
potential to generate new insights about what matters and is valued in experiences of 
dementia care in the ED.    Paper 4 illustrated these findings from the Dream phase of 
the study.   In this following chapter, findings from the Discovery phase are presented in 
published paper 2, viz. ‘Caring for an older person with dementia in the Emergency 
Department (ED): An Appreciative Inquiry exploring family member and ED nurse 
experiences’.    
Paper 2 sought to discover through interviews, family member stories of accompanying 
an older person with dementia in ED and to capture through participant observation the 
experiences of ED nurses caring for them. In retrospect some of the findings in this 
paper are reported in a negative way which I attribute to the fact that I was still learning 
and developing as an appreciative inquirer at the time of publication. Since publication, 
I have had an opportunity to reconsider the findings from Paper 2.  This is addressed 
later in the chapter where the key themes identified in Paper 2 are more appreciatively 
magnified, within the context of the learning conversations session in the Dream phase 
and by incorporating further observation data.   Building on findings in this way is 
important to provide the reader with a sense of what worked well, what participants 
valued and hoped for in experiences of dementia care and to show where generativity 
resulted in a reframing of dialogue to help participants move beyond prevailing ways of 
thinking and doing.  This chapter concludes with a synthesis of findings from the 
Discovery and Dream phase, to convey how this study adds to understanding of the 
















Paper 2   
Caring for an older person with dementia in the Emergency Department 
(ED):  An Appreciative Inquiry exploring family member and ED nurse 
experiences.   
 
Abstract 
Aims and objectives: To generate insights about what matters and is valued by family 
members of older people with dementia in the Emergency Department. To explore the 
experiences of emergency nurses looking after older people with dementia in an episode 
of care.  
Background: In the emergency department older people with dementia are at risk of 
suboptimal care. Little is known of the experiences of family members of being with an 
older person with dementia in the Emergency Department or the experiences of 
emergency nurses looking after older people with dementia in this environment.   
Design and methods:  Phase 1 Data Analysis of the Discovery Phase of an 
Appreciative Inquiry study.  Study participants were family members of older people 
with dementia and emergency nurses.  Data collection methods included interviews 
with family members of older people with dementia and 30 hours of participant 
observation working alongside emergency nurses. This study was guided by the 
Standards for Reporting Qualitative Research. 
Results:  Two themes emerged from the analysis:  What matters to family members 
with four sub-themes and Challenges for family members and nurses in the ED with 
two sub-themes. 
Conclusion:  This study demonstrates that some emergency nurses are connecting with 
family members even in the briefest of clinical encounters.  It is feasible for more 
emergency nurses to do the same more of the time. 
Relevance to clinical practice:  The older person with dementia must be given a triage 
category of no less than 3 (to be seen by the doctor within the hour) on arrival in the 









and incorporate family member insights as part of care planning and assessment of the 
needs of the older person with dementia. 
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5.2 Introduction  
Approximately 35.6 million people have dementia worldwide.  This number is predicted 
to double by 2030 and triple by 2050 (WHO 2012).     The Emergency Department 
(ED) can be a critical point of access for older people to the acute hospital system 
(Close et al. 2012).   The vulnerability of older people in ED and particularly the 
vulnerability of older people with dementia is widely recognised (Aminzadeh and 
Dalziel 2002, Patterson et al. 2011, Schnitker et al. 2011, Skar et al. 2015, Šteinmiller 
et al. 2015).   It is estimated that 21- 40% of acutely unwell older adults who present to 
ED are cognitively impaired and over half  of these will screen positive for dementia 
(Clevenger et al. 2012).  There is growing concern that the culture of hospital care with 
regard to older people with dementia is undesirable (Coffey et al. 2014, Dewing and 
Dijk,2016, p. 110, Schnitker et al. 2011).   
5.3 Background 
Emergency departments were conceived in the 1960s to care for patients with acute 
conditions requiring rapid assessment, stabilisation and transfer to definitive care 
(Taylor et al. 2015). The ED setting is fast paced. A high value is placed on the 
acquisition of knowledge and skills to prepare the ED nurse for unpredictable and 
oftentimes life threatening presentations in patients of all ages (Parke et al. 2013).  The 
physical aspects of care such as checking vital signs, administering blood or fluid 
infusions and preparing for emergency interventions take precedence (Mollaoğlu and 
Çelik 2016).  In ED, the less technical elements of caring (pressure area care, providing 
assistance with personal hygiene) may be subordinated resulting in a failure to meet the 
needs of older people with dementia (Parke et al. 2015).   
Older people with dementia are likely to attend ED more frequently in the last year of 
life  (Sleeman et al. 2018).  In addition to cognitive impairment, they may have multiple 
co-morbidities and will require greater nursing support to cope with an acute illness, an 
unfamiliar environment and their personal care needs (Dewing and Dijk 2016, 
Burgstaller et al. 2018).  Admission to an ED may expose older people with dementia to 
complications of care such as malnutrition, dehydration, poor pain management and 
deterioration in behavioural symptoms (Burgstaller et al. 2018, Digby et al. 2017, 









of care that involves more than management of the acute condition they present with 
(Coffey et al. 2014).  How best to enhance their experiences in ED, where rapid 
assessment and treatment of the acute condition is the cornerstone of care, remains 
elusive. 
Relationship or person centred care is proffered as central to high quality dementia care 
(Digby et al. 2016, Burgstaller et al. 2018, Pinkert et al. 2018).  It calls for a reframing 
of nursing practice and a movement away from medically dominated interventions. 
Establishing connections and building relationships is perceived to be fundamental to 
meeting the needs and expectations of patients and family members (Parke et al. 2013, 
(McConnell et al. 2016).  A relationship centred approach offers potential for nurses to 
shape the care they provide and articulate their skills and contribution (Kitson et al. 
2013).  With growing numbers of older people with dementia attending ED, relationship 
centred care may offer ED nurses new ways of thinking and doing to meet the needs of 
the older person with dementia in this setting. 
Linked to such an approach is the need to gather insights of family members when 
caring for the older person with dementia in ED.  These insights are critical to 
informing the development of strategies for improvement (McConnell et al. 2016, 
Dewing and Dijk 2016, Parke et al. 2016, Digby et al. 2017).  Such contextualised 
knowledge and understanding is essential to discern how relationship approaches might 
work or indeed be constrained in such a complex clinical environment.  There is 
however, a paucity of research evidence to support emergency nurses to enhance the 
quality of care for older people with dementia and their family members. This makes 
the insights presented in this paper timely and important. 
5.4 Methods 
5.4.1 Study aims 
To generate insights about what matters and is valued by family members of older 
people with dementia in ED and to explore the experiences of ED nurses looking after 
older people with dementia in an episode of care.  An episode of care refers to the 










5.4.2 Study design 
The study design is Appreciative Inquiry (AI).  This is a branch of action research 
which is grounded in social constructionist theory (Bushe 2012).  AI emerged in the late 
1980s in America in a business context.  AI is purported to have the capacity to produce 
generative theory, where new ideas and ways of doing increase the potential for 
transformation in organisational behaviour (Bushe 2012).   AI is described as a shadow 
process that may prompt us to face issues such as-missed nursing care- we would rather 
avoid (Fitzgerald et al. 2010). AI calls for collective progression through four distinct 
phases; Discovery, Dream, Design and Destiny (Figure 2).  
Figure 2 4D Cycle 
 
This paper focuses on the Discovery Phase of AI, the purpose of which was to explore 
personal experiences and what mattered or was valued by the key people involved in 
episodes of caring. 
Watkins et al. (2016) conducted an integrative review of the impact of AI as an 
intervention to change nursing practice in in-patient settings.    This review identified an 
overall limited number of AI studies but suggested that nurse researchers were 
beginning to value the potential of AI across a broad range of contexts and settings.   AI 









management and was determined therefore to be more likely to engender trust and 
dialogue.   
AI was the appropriate methodology in this case, to identify knowledge that could be 
used to achieve optimal practice and to challenge assumptions about care.  The focus 
was to highlight aspects of care that were valued and worked well and to think about 
how practice might be developed to ensure these aspects happened more frequently 
(Dewar and Kennedy 2016).  These findings will provide a foundation for the Envision 
and Co-Create phases of the study (Figure 2) where ED nurses will be invited to further 
share and explore experiences and discuss implications for their own practice through 
appreciative dialogue (Sharp et al. 2018).  This study is guided by the Standards for 
Reporting Qualitative Research (O’Brien et al. 2014). 
5.4.3 Setting 
This study took place in an ED in the southwest of Ireland from January 2017 to March 
2018.  The department sees approximately 65000 patients a year and covers a wide 
geographical area providing emergency care for diverse patient groups including older 
people with dementia.  The rate of admission to the hospital exceeds bed capacity. It is 
not unusual to find patients boarding on trolleys in ED for hours or days until in-patient 
beds become available.    
5.4.4 Participant selection 
There were two groups of participants in the study, family members of older people 
with dementia and ED nurses.  Though other groups such as healthcare assistants and 
doctors are involved in providing care for older people with dementia and their family 
members in ED, the emphasis here was on nursing actions and interventions.  The 
rationale for this is that nurses are increasingly called upon by policy makers and the 
general public to articulate their impact, effectiveness and contribution in relation to 
patient outcomes and quality of care (Scott et al. 2014).  Additionally, the contribution 











For the family member interviews, purposive sampling (Elo et al. 2014) was used.   
Family members who accompanied an older person with dementia to ED in the previous 
12 months were included.  The triage nurse or the named nurse looking after the older 
person informed the researcher of the patient and family member’s attendance. The 
nurse introduced the researcher to the family member where the family member had 
given their permission for this to happen. Family members were approached when the 
older person was being discharged from ED or admitted as an in-patient.  Those family 
members who were distressed or who accompanied an older person who was gravely 
unwell or in the Resuscitation Room were not approached.   
Community nurses caring for older people with dementia were also contacted.  
Community nurses gave information on the study to family members.  If family 
members were interested in participating they permitted the community nurse to pass on 
their contact details to the researcher. The researcher then liaised with family members 
to arrange a convenient time, date and place for interview.   
Purposive sampling was also used to invite nurses (n=12) from the team of 80 working 
in ED.  Flyers about the study were pinned up in strategic locations throughout the 
department.  Nurses who were interested in taking part were provided with written and 
verbal information about the study.  The researcher worked as a participant observer, 
shadowing ED nurses who agreed to participate and were looking after an older person 
with dementia in an episode of care.  
5.4.6 Study methods 
The findings reported here are drawn from the first phase of analysis of 15 family 
member interviews and 30 hours of observation of nurses looking after older people 
with dementia in an episode of ED care. 
5.4.7 Data generation 
Semi-structured individual Interviews with family members (n=15) were conducted by 
the researcher.   Interviews ranged from 30 to 75 minutes and were audio-taped and 
transcribed verbatim.  Three interviews were conducted over the phone as this was more 









enable family members to freely express their thoughts and feelings and to facilitate 
generation of in-depth information. 
Table 16 Indicative Interview Questions 
Tell me a little bit about yourself 
Can you tell me what it is like living with somebody with dementia 
What happened that you needed to come to the ED 
How did this make you feel – your initial thoughts/feelings 
What were you initial thoughts on arrival in the ED? 
Can you help me to understand this more? 
What did you value about your experience? 
What could have made your experience better? 
How could we ensure this happens more of the time? 
 
Data collection included 30 hours of participant observation in ED conducted by the 
researcher working alongside individual ED nurses (n=12) looking after older people 
with dementia in an episode of care. Within AI, participant observation was important 
to facilitate non - judgemental inquiry, to observe relational processes and to identify 
potential strategies for dementia care that might work well in this context (Dewar and 
Sharp 2013).  Periods of observation were typically of three to four hours duration and 
afforded the researcher the chance to engage with and be genuinely curious about the 
ED nurse’s thoughts, interpretation and understanding of what was happening in the 
episode of care.   
The 7Cs of Caring Conversations (Dewar and Nolan 2013) guided the observation 
(Table 15). The researcher was specifically interested in interactions both verbal and 
non-verbal that seemed to work well. As it was considered important to feedback 
observations to the ED nurse, the 7Cs framework (Table 15) was used to generate 
discussions about why these particular interactions worked well and to explore how 













Table 15 7Cs of caring conversations (Dewar 2011) 
Key attributes Dimension 
Being courageous Courage to ask questions and hear responses  
Trying things out. 
Feeling brave to take a risk. 
Connecting emotionally Inviting people to share how they are feeling.  
Noticing how you are feeling and sharing this. 
Being curious  Asking curious questions about even the smallest of happenings. 
Looking for the other side of something that’s said, and checking things out. 
Looking for the sense in what other people are saying. 
Suspending certainties. 
Being collaborative   Talking together, involving people in decisions, bringing people on board, and 
developing a shared responsibility for actions.  
Constantly checking out with others if your interpretation is accurate. 
Looking for the good in others to encourage participation and collaboration. 
Considering other  
perspectives 
 
Creating space to hear about another perspective. 
Recognising that we are not necessarily the expert. 
Checking out assumptions. 
Being open and real about expectations. Recognising that other perspectives may 
not be the same as yours and feeling comfortable to discuss this in an open way. 
Compromising  Working hard to suspend judgment and working with the idea of neutrality. 
 Helping the person to articulate what they need and want and share what is 




Making a point of noticing what works well. Explicitly saying what works well and 
asking questions that get at the why. 
Continually striving to reframe language to the affirmative. 
 
This framework strives for development of relational capacity through conversations 
about human interactions, experiences and emotions.  Where possible, field notes 
including key phrases or statements made by the ED nurse were noted during the 
observation.  Additional field notes were made as soon as possible after the period of 
observation was completed.  Being reflexive was essential, as the researcher was a 
clinical facilitator working in the research setting and this might influence the 
interpretation and explanation of findings. 
5.4.8 Ethical considerations 
Approval was obtained from the local hospital Research Ethics Committee (Ref 
113/16).    Written consent was obtained from family members prior to interview.  
Three family members were interviewed by telephone and gave verbal consent prior to 
being interviewed.  Written consent was obtained from ED nurses before the period of 









 All data were kept strictly confidential and stored in accordance with general data 
protection regulation (Data Protection Acts 1988 and 2003). As talking about 
experiences can be an emotive subject, family members were informed that their 
interview could be stopped at any stage upon request. No family members became 
distressed during interviews. ED nurses were also informed that the episode of 
observation could be stopped at any point if they so wished.  No ED nurses became 
distressed during observation or requested the observation be stopped. 
5.4.9 Data analysis 
The framework (Table 6) described by Braun and Clarke (2006) was used to guide 
thematic analysis because it emphasises the importance of reflexivity and the nature of 
meaning in situation and context (Clarke and Braun 2018, p. 1).  
Table 6 Six steps of thematic analysis (Braun and Clarke 2006) 
Step One Familiarisation with the data 
Step Two Generating initial codes 
Step Three Searching for themes 
Step Four Reviewing potential themes 
Step Five Refining and naming themes 
Step Six Producing the report 
Discussions between co-authors facilitated conversations around the development of 
themes and how these should be defined and named.  The researcher immersed 
themselves in the data by listening to the audio recordings and by reading and rereading 
verbatim interview transcripts.  Each line of each interview was scanned to identify key 
statements and words.  Key words and statements were then categorised to create codes 
and themes.  The 7C’s framework (Table 15) guided analysis of field notes from 
observation.   Also, each line was scanned to get a good sense of the context of care and 
to establish connections or diversity between data generated from observation and those 
generated from family member interviews.  
During analysis of interviews and field notes from observation, the researcher tracked 
personal feelings in response to what respondents said.  This was a key step in ensuring 
that analysis remained authentic to the experiences as described by family members and 
not as the researcher might interpret them.  In keeping with AI, data were analysed so 









example, in the negative statement ‘nobody came near me’ this indicated that family 
members valued contact with ED nurses.  
5.5 Findings 
Of the 15 family members who were recruited, 14 were female ranging in age from 
mid-thirties to seventies and the main carer for a parent or spouse with dementia.  Data 
suggested that older family members (60s and 70s) were less likely to question 
interventions or approaches to care.  Family members did not want to leave the older 
person unattended in ED.  Some family members operated a rota system to ensure that 
their loved one was accompanied at all times.  Those family members who could not 
operate a rota system remained in the ED for hours or days as required.  
Of the twelve nurses who were recruited, five were newly qualified or had two years or 
less experience in the ED.  It was not apparent from observation that level of experience 
influenced approaches to caring for the older person with dementia and their family 
member. The busier the department became the more evident it was that senior and 
junior nurses reverted to a task orientated approach to patient care.     From the analysis 
of the observational and interview data two main themes emerged; ‘What matters to 
family members’ with four subthemes and ‘Challenges for family members and nurses 
in the ED’ which had two sub-themes (Table 24).  The letters FMC denotes verbatim 
data provided by family members.  The letter N is used to identify data provided by ED 
nurses. 
Table 24 Overview of themes and subthemes 
Theme Subtheme 
Theme 1:  What matters to family members Being triaged quickly 
A cubicle space offers sanctuary 
Contact/conversation with ED nurses 
Compassion over technical skills 
Theme 2:  Challenges for family 













5.5.1 What matters to family members 
Family members provided insights about what was valued and mattered to them on 
arrival and during their stay in ED.  Being triaged quickly and having a cubicle for 
privacy enhanced experiences.  Conversations with ED nurses were valued over 
technical skills. 
5.5.1.1 Being triaged quickly  
Family members felt that the older person with dementia was deserving of priority by 
being triaged quickly. Family members were especially worried about being left in the 
waiting room for long periods of time before being called by the triage nurse.  They 
remarked that the behaviour of the older person with dementia often drew attention 
from onlookers, other patients and family members who were also in the waiting room.   
‘He had come down on the chair very hard.  And that startled the people beside us and 
they were trying to move away from him’ (FMC6).  
These situations compounded the apprehension of family members and compromised 
the dignity of the older person with dementia.  
In some cases the older person was given priority by the triage nurse. 
 ‘And I found people very understanding.  Accommodating.  When they hear that 
somebody has dementia.  That was a very important thing the nurse trying to 
accommodate her as soon as possible’ (FMC10).   
For others including FMC12 the experience at triage could have been better.   As 
FMC12 saw it, her mother was left waiting at triage.  It seemed a long time before 
anybody came to check on them.  
 ‘Well when we arrived it didn’t seem to be that busy.  Now I explained at the 
counter that she had Alzheimers.  I had to go back up there forty five minutes later to 
say that we hadn’t been seen yet. It looked like people had gotten in ahead of us and I 










During observation it was noted that the triage nurse was under pressure to assess 
everybody coming into ED and assign them an appropriate triage category as soon as 
possible after arrival. There were five levels of priority (P) in the triage system; P1 
patients required resuscitation, P2 were very urgent (15 minutes to see a doctor),  P3 
were urgent (one hour to see a doctor), P4 were stable patients who could wait two 
hours to see a doctor and P5 patients could wait four hours or more.    When staff 
numbers permitted a second triage nurse was allocated.  In informal discussions with 
triage nurses they indicated that some days they faced the dilemma of trying to decide 
who they should triage first.  Patients who were having heart attacks or strokes had to be 
prioritised with the result that other patients including older people with dementia were 
oftentimes left waiting.  
The triage nurse had a responsibility to assess people in the waiting room and those 
patients arriving by ambulance.  Frequently there were more than 20 people waiting to 
be triaged.  It was observed that there were times when the waiting room appeared 
empty but in the ambulance entrance there was five, six or seven ambulance crews 
queued up and waiting to handover.  The ambulance entrance could not be visualised 
from the main waiting area so it was easy to see how a family member sitting in a 
relatively empty waiting room might have thought that the department was not busy and 
that they had been forgotten about. 
Family members would like older people with dementia to be prioritised on arrival in 
ED.  This can sometimes be difficult to achieve given the competing demands for 
nurses in the current triage system. 
5.5.1.2 A cubicle space offers sanctuary 
A recurring theme in interviews with family members was a perception of being in the 
public gaze.  Family members feared that the way an older person with dementia 
behaved could negatively impact on them and other people around them.  One family 
member (FMC11) described the awkwardness she felt when her mother started pulling 









 ‘Normally it’s an issue with my mother wanting to go to the toilet, wanting to go 
to the toilet right now.  Pulling down the trousers too soon that kind of thing. Yea you 
would be nervous about what might happen’. 
In these situations family members felt that they were being intensely scrutinised as the 
mother of a naughty child might be in the middle of a busy supermarket (FMC15).  
Family members described their powerlessness to control these circumstances which 
were generally made worse if it was not obvious the person had dementia (FMC6).   
Family members were keen to stress that they weren’t embarrassed by the older person 
with dementia but rather the older person with dementia was likely to become a public 
spectacle in ED and so needed to be shielded from becoming distressed or causing 
distress to other people.   
Another family member (FMC14) recalled her aunt screaming and shouting as she was 
been transferred from the ambulance trolley in a very public and crowded area. There 
were lots of other patients on trolleys and family members standing close by.  In this 
case FMC14 did not get the sense that other people were intensely scrutinising her, on 
the contrary they seemed to want to console her, to offer her reassurance that they 
understood the circumstances. 
‘She was being off loaded in the corridor there and transferred over.  And then 
there were, she was shouting at me and giving out.  People in front and behind were 
trying to reassure me which I thought was lovely of them’ (FMC14).   
Some family members worried that the person with dementia would say something that 
was deemed inappropriate or offensive by other people.  This was the experience of 
FMC13 who believed that all the trolleys stuck together in a confined space exacerbated 
feelings of stress and increased the risk of some people becoming angry or hostile.  
When her father was in ED she constantly worried about what he might say next.  
He could come out with anything especially in front of women.  Some people 
could take offense to it. When you are in a situation like that then everybody is kind of 










From a family member perspective, being in a cubicle offered security and sanctuary 
from the public gaze but cubicle spaces in ED were at a premium.  Family members 
identified that once they had acquired a space in a cubicle they felt they could not give it 
up without a fight.  The prospect of being moved from the cubicle stirred up emotion 
and sometimes created tensions between family members and nursing staff.    
The challenge for ED nurses in allocating cubicle spaces became apparent during 
observation.  It was difficult from a nursing perspective to determine who should get a 
cubicle, since each case seemed just as deserving as the next.  Additionally, there were 
patients in ED who required isolation for infection control purposes.  Once the isolated 
patient was in the cubicle, this further depleted the number of quieter spaces available 
for older people with dementia.   
Emergency nurses frequently worried about what would become of the older person 
with dementia if they had to be moved out of a cubicle.  There was a concerted effort 
made by nurses to keep the older person with dementia in the cubicle for as long as 
possible. The decision by an ED nurse to move the older person with dementia out onto 
the main floor was not taken lightly (field notes 23/01/2017).  There was a fear that 
moving the older person with dementia out onto the main floor would result in that 
person ‘getting less care because the nurses in the trolleys section are under too much 
pressure’ (N3). 
The fear of being in and needing to escape the public gaze is important to many family 
members of older people with dementia in ED. 
5.5.1.3 Contact and conversation with ED nurses 
Family members acknowledged that ED nurses were working in a challenging and 
difficult environment.   This was seen to impact the ability of ED nurses to engage on a 
meaningful level, thus the distress of family members could go unnoticed.  Almost all 
family members remarked that ED nurses were ‘too busy’ (FMC15) and had ‘little time 
to engage in pleasantries’ (FMC4).  As a consequence family members were reluctant 









 ‘It seemed to be a bit of the headless chicken sort of.  Nobody had an idea.  I 
don’t know how many people they did have to look after but there was people running 
and I wondered how productive to be honest that running really was’ (FMC2). 
However, contact with ED nurses was perceived by family members to be important.  
When family members experienced little or no contact with nurses, it made them feel as 
if nobody cared, as if they were on their own or had been abandoned.  ‘Nobody was 
there with us.  We were just left there.  Nobody was bothering’ (FMC1).  
Family member experiences of interactions with ED nurses were varied.  Some family 
members recounted positive conversations that alleviated anxiety and provided them 
with comfort.   
 ‘He had pulled his line out of his arm or something like that.  And the young 
nurse, he said that’s alright.  Don’t worry about it.  I will keep an eye on him.  And 
when I heard him being calm I was calm as well you know.  It influenced the whole 
hectic a little bit.  It toned it down’ (FMC5). 
There were more negative interactions too.  In the case of FMC7, the intonation in the 
nurse’s voice made her feel like she and her mother were insignificant.   She had 
enquired how much longer it might take for her mother to see a doctor.  She was 
informed by the nurse that there was another ‘four pages of patients ahead of them’ to 
be seen.  The term four pages ahead annoyed FMC7.   Her mother had already waited a 
number of hours.  She believed that her mother was being made to wait because the 
nurse had stated that they couldn’t find anything wrong with her.  This family member 
(FMC7) wondered if her mother had been forgotten about because she was constantly 
asked the same questions over and over as if nobody knew who they were.   
  ‘Mum was still being asked what was wrong with her, what’s your name, what 
happened to you.  Nobody knew what was wrong with her.  No one seemed to know 
what happened or you know’ (FMC7). 
The researcher had met FMC7 and her mother in the hours after they had been assessed 
by the ED doctor.  During participant observation (when FMC7 was not present), the 









ensure that she was with the doctors when they discussed FMC7’s mother in the 
morning round.   
5.5.1.4 Compassion over technical skills 
From observation it was clear that ED nurses were under pressure trying to look after 
large numbers of acutely unwell patients of different ages with diversity of need. The 
constant influx of new patients meant that ED nurses were consumed in ‘work-ups’ 
where every patient required bloods and an electrocardiograph (ECG) as soon as 
possible after arrival. In order to complete a single workup it was necessary for the ED 
nurse to move patients on trolleys in and out of cubicles and juggle any other available 
space to make way for other patients coming through.   
The ED nurse was under pressure to look after new ED patients but also admitted 
patients who because of a lack of bed capacity were boarding in ED.  Many of the 
nurses were junior and appeared to be struggling to keep on top of everything that 
needed to be done.  Whilst family members valued contact and conversation with ED 
nurses, it was observed that the busier ED got the more likely it was that the ED nurse 
would delegate the more personal dimensions of care to healthcare assistants.  Thus 
healthcare assistants were observed to be in close contact with older people with 
dementia and their family members and in a position to provide emotional support and 
assistance with personal care needs.   
This family member (FMC13) described being at her wits end after spending many 
hours in ED.  She was approached by a healthcare assistant who noticed her distress. 
‘I was trying to hold it in but I just cracked up.  So I had to go to the end of the corridor.  
And even for him to notice.  Yea it was lovely.  He saw I was crying.  And he said do you 
need anything?  He gave me a tissue and asked me what was wrong.  Then I was better.  
He didn’t have to take the time’ (FMC13). 
Another family member (FMC4) remarked that it was the healthcare assistants and not 
the nurses who made eye contact with her.  She surmised that the nurses were reluctant 
to make eye contact ‘because they were afraid it would mean giving time, time they 










There were instances where ED nurses managed to integrate the routine and relational 
aspects of care in their approach.  This enhanced the experience of the older person with 
dementia and their family members.   
 ‘A big smile on her face and they would be all about him.  Talking to him and 
calling him by his first name and coaxing him around.  He was buying into it.  After a 
while he could see that this was, that this wasn’t a bad place to be and all the nurses 
were all about him’ (FMC9). 
 ‘The nurse came to take her bloods.  The nurse made eye contact with her and 
one to one she assured her.  The nurse explained it to her and gave her that precious 
time.  The nurse asked for her permission to take blood.  Can I try that?  Would you 
mind if I looked at this arm?  So she was in control of the procedure’ (FMC14). 
During observation N7 accompanied C to the toilet. The researcher observed that N7 
touched C’s face as they talked and moved the fringe away from her eyes.  The nurse 
(N7) seemed genuinely pleased that she had this opportunity with C because she liked 
‘the human stuff and a chat’.  She felt the need to offer human comfort was an innate 
thing and an important part of emergency nursing (field notes 09/02/2017). 
Family members placed value in making connections with ED nurses, seeking out 
human contact and simple demonstrations of empathy and compassion.  Family member 
experiences were enhanced further when the older person with dementia was prioritised 
at the point of triage and when there was access to a cubicle space to protect them from 
being in the public gaze.  There were times when ED nurses could provide the type of 
care that was valued by family members but there were times too when the 
overcrowding and nursing workload made person centred approaches difficult to 
achieve. 
5.5.2 Challenges for family members and nurses in the ED 
Family members believed that overcrowding and congestion in ED impacted the safety 
and wellbeing of the older person with dementia.  As a consequence, some family 
members felt they had to remain in ED at all times to protect the older person with 
dementia from harm.  Therefore family members were also vulnerable in this 










All family members were moved by the plight of older people with dementia in ED.  
However, older people with dementia were perceived by family members to be even 
more vulnerable.   Older people with dementia were mostly nursed in ‘Trolleys’, that 
section of ED for patients who were unwell and required admission.    Usually there 
were three nurses allocated to Trolleys with upwards of thirty patients in this area most 
days.  There were so few cubicle spaces that many patients allocated to this section were 
scattered throughout the entire ED and not always visible to the nurses looking after 
them.  The ED was a crowded noisy place.    The air was stifling and stagnant.  A lack 
of windows made it difficult to tell what time of day it was.  
All family members interviewed were distressed to see older people lined up on trolleys 
‘packed together as animals in a pen’ (FMC2).  
 ‘It was no one’s fault in terms of nurses but it was a horrendous place to be and 
the longer that I was standing there and I was listening to these poor women and they 
had no voice’  (FMC11). 
One family member remembered that her mother was squashed in between two men.  
The man on the right had dementia too and exposed himself whenever he needed to go 
to the toilet.   
  ‘Really and truly it’s not the way they were brought up.  Not, it’s not their way 
of life.  It never was and they don’t understand it.  Even if their mind was perfect it’s not 
the way to go’ (FMC10).   
Family members believed that it was inappropriate too for older people with dementia 
to be put on a trolley next to somebody who was under the influence of drink or drugs.   
  ‘And then my mother started saying I like green money, oh we all like a bit of 
that miss from the two girls on the trolley.  Do you have a bit of that miss?  Have you 
got some?  And I’m like because my mother will go off on one then.  And they’re not 










 It was during the day this guy came in.  He was drunk or whatever on drugs.  He 
was really bad now.  He had to have two security guards with him, lashing out and 
swearing (FMC13). 
Family members thought that the vulnerability of the older person with dementia was 
magnified because their diagnosis of dementia was rarely mentioned or explored. 
 ‘We weren’t asked has my mother got dementia.  Everybody was centred on her 
physical problem but nobody actually said has she got dementia.  In fact, the dementia 
wasn’t mentioned at all in the ED’ (FMC3). 
 ‘Unless something medically bad happens there’s no story to tell’ (FMC6). 
 ‘It was never discussed’ (FMC12). 
Family members felt that if ED nurses asked them more about the dementia, they would 
be able to retrieve information that might be useful in the management of agitation and 
distress. 
 ‘Give her a cup of tea with two sugars.  She relaxes straight away’ (FMC7). 
 ‘They didn’t know the patient they had.  He was wearing nappies and going to 
the toilet in bed.  This was totally unnatural for him and he was not one bit happy’ 
(FMC9). 
 ‘I think he relates a cup of tea to home.  He would have been happy instead of 
getting ready to walk out’ (FMC13). 
Lack of cubicle space meant that older people with dementia were nursed in 
overcrowded and congested areas of ED.  Family members thought this was unsuitable.  
Also, family members have personal knowledge of the older person with dementia.  
These insights could assist ED nurses to better alleviate the distress of older people with 











5.5.2.2 Keeping vigil 
Family members felt ED nurses lacked knowledge about the older person with dementia 
as an individual.   Family members believed that their presence was essential in 
protecting and maintaining the well-being of the older person with dementia in an 
unsafe environment.   The vulnerabilities of family members and the older person with 
dementia were interlinked (FMC11).   Family members felt they had to keep vigil to 
ensure care needs were met and they had to have the capacity to act as a strong advocate 
when the situation demanded it.   
 ‘You know I was a voice for Michael.  I would be strong enough to say what I 
wanted.  But I can think of may be if you know, there was an older, if it twas a husband 
and wife, older people and older people come from that era, age, where you kind of 
don’t question anything, that you know, they could be treated very badly, you know’ 
(FMC1). 
 ‘You couldn’t take off anywhere.  It would have been too much pressure for me.  
I had to be there to make sure.  She’s not able to answer anything’ (FMC2). 
Keeping vigil over the older person with dementia while they were in ED took its toll 
on family members.   
 ‘I was trying to lean my head up against her trolley to rest my head but I 
actually couldn’t sleep because I wasn’t in the least bit comfortable’ (FMC12). 
 ‘I was standing there the whole time.  There were no seats anywhere so that was 
five hours.  I started to get sick myself.  I felt weak and I thought I can’t stick it’ 
(FMC14). 
For family members a difficult scenario was trying to look after an older person with 
dementia on the main floor.  Family members in this circumstance described being 
driven to despair and experiencing extremes of emotion and exhaustion.   
 ‘He was jumping and trying to get off the end of the bed.  In his mind he was 
back in London.  He was looking for the keys to his flat and all sorts of stuff.   I was 









 ‘My biggest problem was that I was climbing up onto her trolley every time 
another trolley passed.    I was awake 37 hours’.  I was ready to throw myself into the 
lake at this point’ (FMC4). 
In ED the vulnerability of the older person with dementia is recognised.  However, the 
vulnerability of family members may go unnoticed. 
5.6 Discussion 
This study explored the experiences of family members of being with an older person 
with dementia in ED and the experiences of ED nurses looking after them in an episode 
of care. Preserving the dignity of the older person with dementia on arrival and during 
their stay in ED was a primary concern for family members.  Family members had a 
fear of the older person with dementia being in the public gaze.  They described 
situations where their loved one was in a very public space and other patients and 
family members as onlookers did not understand the behavioural symptoms associated 
with dementia. Being triaged quickly and being offered a cubicle space were key factors 
in preserving the dignity of the older person with dementia in ED.  The vulnerability of 
the family member and the older person with dementia were interlinked.  Positive 
relationships with ED nurses were critical to allaying family member apprehension and 
anxiety.  That family members valued human contact and compassion was unsurprising. 
The potential for distress in ED is well documented.  
EDs have been described as warzones (McConnell et al. 2016).  Long waits in this 
setting potentially exposes the older person with dementia to a host of harms including 
hunger, dehydration, incontinence and worsening behavioural symptoms (Parke et al. 
2013, Dewing and Dijk 2016, Digby et al. 2017, Burgstaller et al. 2018).  Emergency 
nurses acknowledge that the older person with dementia requires greater support but 
this is hard to achieve in a climate that is conveyor belt and task orientated.  In this 
study, nurses were consumed in ‘work ups’, taking bloods and recording ECGs on high 
volumes of patients arriving in ED.  As in previous studies, the busier the ED became, 
the less opportunity there was for nurses to provide individualised care (Boltz et al. 
2013 Taylor et al. 2015).  In these circumstances family members felt they could not 
leave the older person with dementia unattended.  After hours or days of maintaining 









The literature to date emphasises negative experiences of dementia care.  There is 
therefore little guidance for ED nurses to provide optimal care for older people with 
dementia in ED settings. The constant highlighting of negative experiences without 
offering meaningful strategies to make things better, is counter-productive (Gergen 
2015).  This is not to say that nurses should relinquish their responsibility for poor care 
or that negative accounts of experiences should be camouflaged or glossed over.  
Rather, a focus instead on what family members say matters and works for them might 
assist ED nurses to reframe their practice in an experience enhancing way. 
In this study, family members identified that the triage process needed to be changed 
when triaging older people with dementia. Triage is the system used by ED nurses to 
ensure that patients presenting with serious or life threatening complaints are identified 
and prioritised for medical attention.  As it stands, this process is geared towards time 
critical presentations such as heart attack or stroke.  It may be possible with education 
and increased awareness to ensure that no older person with dementia is given less than 
a P3 on arrival in ED.  Priority 3 is for patients who are urgent but can wait up to one 
hour to be seen by an ED doctor.  Undoubtedly, there are challenges for triage nurses 
who are under pressure to manage the queue of people arriving in ED in the fastest time 
possible (Hitchcock et al. 2013).  The triage nurse may not have full access to all of the 
relevant knowledge about the person.  In addition, they may be more attuned to the 
presenting clinical problem and less aware of other key issues such as dementia, 
experienced by older people attending ED (Boltz et al. 2013, Parke et al. 2013, Taylor 
et al. 2014).   
This study did identify however, that some triage nurses found a way to prioritise the 
older person with dementia.  This positively impacted the experiences of family 
members and offers a potential approach for integrating relationship centred behaviours 
in ED. Asking a question as simple as what is worrying you about being in ED today is 
a small step change that could validate the concerns of family members and perhaps 
initiate a supportive connection without adversely affecting triage times.  
Supportive connections and the relational aspects of care matter to family members of 
older people with dementia.  Small kind gestures and conversations can supersede the 









2018).    This study demonstrated that some ED nurses were providing ‘sympathetic 
presence’ even in the briefest of clinical encounters (Dewar and Nolan, 2013).  The 
basic premise is that if one ED nurse is capable of completing routine tasks whilst 
connecting with family members, then it is feasible for more ED nurses to do more of 
the same, more of the time.     
Relationship centred care is central to high quality dementia care (Digby et al. 2016, 
Burgstaller et al. 2018, Pinkert et al. 2018).  Yet, relationship centred care can be 
considered as the antithesis of ED care which values technical expertise and 
subordinates relational processes (Bridges et al. 2012).  While emergency nurses cannot 
be all things to all people, they can go some way to integrating relational approaches in 
their daily care.  Tasks such as blood taking and recording ECGs could be undertaken 
by those who are non – nurses.  This expands the possibility of freeing ED nurses up to 
re-establish those connections that matter so much to older people with dementia and 
their family members. 
Knowledge of the person and understanding what matters to those on the receiving end 
of care is recognised as a core nursing dimension and fundamental to enhancing nursing 
care of older people (Dewar and Kennedy 2016, Dewing and Dijk 2016).  In ED, person 
knowledge involves recognising the vulnerability of family members and the factors 
that may conspire to magnify their stress and apprehension.  It means asking family 
members about their situation and seeing the value of their insights in alleviating the 
distress of the older person with dementia.   Person knowledge is knowing when a cup 
of tea with two sugars calms the person down or when taking blood requires a more 
tailored approach to lessen the fears of the older person with dementia who does not like 
blood taking.   
 A shift in thinking is required so that caring conversations are weaved into routine, 
everyday encounters (Sharp et al. 2018).   The idea is that the technical and relational 
components of clinical practice intertwine and unearthing person knowledge is seen as a 











In this study negative findings from the personal stories of family members are 
reframed as values. In using an appreciative gaze the experiences of family members of 
older people with dementia become provocative in the sense that they engender 
contemplation of how elements of nursing practice might be reshaped in the future.  The 
ED is a complex setting.  This study shows that aspects of ED nursing practice and 
process are sometimes out of kilter with what is valued and matters to family members.  
However, the study also shows areas of practice that are working well and areas where 
raising awareness and introducing small changes could make a very real difference to 
family members.  Family members identify that the relational aspects of nursing 
practice matter in the provision of high quality dementia care.  This provides impetus 
for further thoughts about creating a balance, delivering vital technical skills as nurses 
and providing the type of nursing practice that is valued and matters to family members 
who are with an older person with dementia in ED.  The fact that some ED nurses are 
successfully blending the two shows that this is possible in everyday practice.   
5.8 Relevance to clinical practice 
The current ED triage system needs to be adapted to give priority to older people with 
dementia. Reception staff should notify the triage nurse as soon as an older person with 
dementia registers in ED.  Departmental policy should ensure that no older person with 
dementia is given less than a P3 on arrival in ED.  The older person with dementia who 
is distressed should be given no less than a P2.   In addition, family members value 
contact and conversation with ED nurses over medical – technical skills. Additional 
education is required to raise awareness of the needs of older people with dementia in 
ED.  Whilst tasks such as ECG and blood taking are necessary, ED nurses must be 
encouraged to establish rapport and incorporate family member insights as part of care 
planning and assessment of the older person with dementia. 
Limitations 
This is a small, single site study.  The researcher originally intended to invite older 
people with dementia to participate.  However, older people with dementia presenting to 









of this research will consider how the perspectives of the older person with dementia 
may be included.   
Further limitations must be acknowledged.  The period of participant observation of 30 
hours is relatively small.  Participant observation had to be conducted at a time that 
suited departmental activity and nursing workload.   However, this period of 
observation provides an opportunity to gain contextualised understanding and rare 
insight into the real life, day to day experiences of emergency nurses.  Three interviews 
with family members were conducted by telephone although the researcher would have 
welcomed the opportunity for face to face interaction.  Telephone interviews resulted in 
a shorter interview time but facilitated participation by those family members who 
would otherwise have been too busy to participate.  A high proportion of nurses in this 
study were newly qualified or had less than two years ED experience (41%).   Junior 
nurses may have felt obliged to participate since the researcher was a Clinical Facilitator 
in ED.  The experiences of dementia care reflected in this research could have been 
negatively impacted by a lack of senior nursing skill.  In addition, ED nurse participants 
may have provided care that differed from their usual approach because they were being 
observed.  Other groups such as doctors and healthcare attendants were not included as 
the emphasis was on nursing perspectives and interventions.  The perspectives of 
healthcare attendants who have substantial contact with older people with dementia and 
their family members may have provided further insights.  This needs to be considered 
in future research. 
No conflicts of interest declared. 







                                                          









The themes identified in paper 2 are merged and presented as follows; being triaged 
quickly, a cubicle space offers sanctuary, contact and conversation with ED nurses and 
compassion over technical skills.  I have re-read Paper 2 and believe there is a need to 
build on these findings that were presented in the publication.  What follows is an 
integration of data from paper 2 and other findings from participant observation and the 
learning conversations session.  It is envisaged that supplementing the analysis in paper 
2 will provide deeper understanding of what matters and is valued in experiences of 
dementia care and also generate insights into what future possibilities and new thinking 
could be further developed.   
5.9 Findings:  What matters and is valued in experiences of dementia care 
In this section the intention is not to repeat the findings of Paper 2 but rather to amplify 
experiences and to illuminate new perspectives within each theme with additional data 
as outlined previously.   
5.9.1 Being triaged quickly 
In Paper 2, many family members mentioned the need for ‘priority’ on arrival in ED.  
Family members were worried about how the older person with dementia might react in 
a noisy and unfamiliar ED environment.  For them, priority meant not being left in a 
crowded ED waiting room and meeting an ED nurse who showed understanding of their 
situation. Further analysis of these insights led to discussions with ED nurses during 
participant observation.  ED nurses agreed that the focus of triage was on the presenting 
medical problem with the result that ‘family member priorities may not always be 
recognised’ (N5).   
There were times when triage worked well.  During participant observation N4 assessed 
M and her son within minutes of arrival in ED.  N4 stated that she was going to help the 
triage nurse out by triaging M who would ‘probably be coming my way anyway’.  M, 
who was in her eighties and had advanced dementia had taken an accidental overdose of 
tablets while her son had gone out shopping ‘she has never done this before’.  I couldn’t 
find the tablets anywhere and so I think she has swallowed them’ (Ob2 25/01/2017).  
N4 used a welcoming tone of voice and reassured the son ‘don’t worry’, ‘sometimes 









better now.  I didn’t know how I was going to explain about the missing tablets’ (Ob2 
25/01/2017).  
In the learning conversations session, family member stories prompted ED nurses to 
consider that family members may be ‘scared of what is going to happen’ (N1) and 
feeling ‘isolated’ (N2) in a crowded ED waiting area.  The triage nurse was perceived to 
be the ‘face of nursing’ (N7) in ED and thus an important ‘first contact’ (N6) with 
family members. Rather than see family members as ‘frustrated people you might want 
to run away from’ (N10), an emphasis on making sure ‘they (family members) do not 
feel let down’ and ‘raising their expectations of us’ (N10) may work better.  Triage was 
seen to be a highly skilled nursing role which involved the nurse ‘picking up on vibes 
from family members’ (N3) and being able to notice when family members were 
‘anxious, afraid and fearful’ (N8).  Asking family members ‘how are you’  was seen to 
be an essential part of triage (N4), to enable the nurse to notice ‘nuances that make a 
particular situation stand out’ (N8).   
In the learning conversations session, ED nurses believed that face to face contact 
between the triage nurse and nurses working in other areas in the ED ensured that 
everybody was aware that an older person with dementia and their family member 
needed priority ‘it’s about being on the same wave length’ (N4) and is more than just 
writing something down on the front of the casualty card’ (N8).  Face to face 
communication was seen to work well in ‘creating options’ (N6), so that the older 
person with dementia and their family members were shielded from the overcrowding 
and chaos in the ED waiting room. 
It seemed that triage was as much about relating to people as human beings as it was 
about the assessment of physical signs and symptoms.  I observed that the triage nurse 
was key in shaping the experiences of family members from the moment they arrived in 
ED. Undoubtedly, the triage nurse was under pressure as illustrated in Paper 2.  
However, it was clear that some ED nurses displayed high-level interpersonal skills 
which enabled them to notice family member vulnerability, to pick up on subtleties in a 
situation and to act in a responsive way without impacting triage times. This alleviated 









work together so that the older person with dementia and their family member were 
given priority where possible.  
5.9.2 A cubicle space offers sanctuary 
Paper 2 demonstrated that a cubicle space made family members feel like they had been 
given priority because it offered them refuge in an overcrowded and noisy ED.  I 
became acutely aware that cubicle spaces were at a premium and was surprised at how 
frequently ED nurses had to make decisions about which patients were more deserving 
of a cubicle space and who should be moved out of them.  As an observer and as 
indicated in Paper 2, it appeared that so many people were deserving of a cubicle; older 
people with dementia, patients with infections or those patients at the end of life.   I 
figured it must be challenging for the ED nurse to decide who gets one since there were 
not enough cubicles to go round.   Participant observation illuminated these challenges 
but also gave me a real life sense of the factors that influenced ED nurses decision 
making with regard to the allocation of cubicles.   
N11 was asked to move a patient with dementia out of the cubicle to make way for 
somebody else.  N11 declined and explained that ‘I couldn’t push her out into the 
middle of the floor because she would become distressed and maybe unmanageable’.   
N11 reaffirmed that he would only move his patient out as a last resort but ‘for now she 
is safe in the cubicle’. N11 was a junior nurse and I was impressed with his courage to 
stand up for what he believed was right, notwithstanding the pressure from more senior 
nurses.  
I observed that N3 was also under pressure to move her patient with advanced dementia 
out of a cubicle to the trolleys section.  She was not going to do this even if challenged 
by the nurse in charge. 
 ‘He will get lost in the forty other trolleys and end up getting less care because 
the nurses in that section are under too much pressure.  Besides M is so ill that when his 
wife arrives she will need somewhere quiet to come and sit with him’ (N3). 
It appeared during observation that the allocation of cubicles was determined to a 
certain extent by whether or not the plight of the older person with dementia resonated 










 ‘This could be my grandmother and how would I feel if my family was in this 
situation’ (N3). 
 ‘I feel sorry for her because she is on her own.  She deserves a cubicle and if I 
don’t get one for her I will feel like I haven’t looked after her’ (N5).  
‘In a cubicle he can have his familiar things, like home’ (N2). 
ED nurses wanted to protect the older person with dementia from being moved out of a 
cubicle and this was noticed by family members. FMC2 valued being in a cubicle 
because ‘the pandemonium was going on outside away from us’.  FMC2 was told that 
her mother would be moved from the cubicle.  However, the nurse caring for them 
knew how worried FMC2 was about this and offered her reassurance.  ‘The nurse took 
her time moving my mother out and by the time they were ready to go they’d found 
somewhere else for this other person’ (FMC2). 
In the learning conversations session there was agreement that there was insufficient 
cubicles to prioritise everybody.  However, the group acknowledged that family 
members had a ‘difficult time’ (N5) and so it was important they were protected from 
‘the big jostle’ (N9). 
 ‘We don’t have enough cubicles to prioritise everybody.  So how can we within 
the department, we can’t knock down walls but what can we do to care for the older 
person with dementia and their relatives? (N1). 
 ‘Once they (family members) are in here it must seem like there is no way out.   I 
mean we do what we can but sometimes they are left standing in a corridor’ (N12). 
N4 drew comparisons between the older person with dementia and other patients who 
were prioritised for a cubicle.   
 ‘If you ring down from triage and say I have an oncology patient on chemo, they 
will pull out all the stops to get that person into a room. Why can’t it be the same for an 
older person with dementia? (N4). 
The group believed that when they (family members) ‘see that you are making an effort 
to accommodate and acknowledge their situation’ (N10), this positively impacted 









perceived to work well in supporting and acknowledging family members included 
‘making eye contact’ (N2, N5), offering a kind word from the start ‘how are you, this is 
what is going to happen’ (N1) and ‘we know your mother has dementia and we are 
trying to get you a quieter space where there are less distractions (N4).   It seemed to 
me that accommodate in this context was more than the provision of a cubicle, a 
physical space. When questioned further, ED nurses explained that accommodate meant 
being attuned to family member stress and apprehension and doing something to 
alleviate this.  Making eye contact and offering reassurance gave family members a 
sense that ED nurses cared about their wellbeing even when it was not possible to offer 
a cubicle space or to create a quieter environment.   
ED nurses were protective of older people with dementia and their family members.   In 
protecting the most vulnerable, ED nurses found the confidence to stand up for what 
mattered without being fearful of the consequences.  A cubicle space helped in 
providing family members with physical refuge.   However, family members also 
sought emotional solace in connections with ED nurses and valued small interactions 
where the ED nurse acknowledged their needs and feelings as human beings. 
5.9.3 Contact and conversation with ED nurses 
The finding reported in Paper 2 suggest that family members valued contact and 
conversation with ED nurses.  During participant observation it was evident that contact 
with family members was also important for ED nurses; during busy times when ED 
nurses relied on family members to help with basic care or to tell them when the older 
person with dementia needed attention.   During a particularly busy day in ED, N8 
remarked that she appreciated that M’s daughter was present. 
 ‘I’m thankful that M’s daughter is present’.  If M’s daughter wasn’t here with her I 
wouldn’t necessarily know if she needed anything and then her needs may go unnoticed’ 
(N8). 
It seemed from observation that interactions were linked to reciprocity and working 
with people rather than on.  Interactions were enhanced when family members helped 
ED nurses and when ED nurses recognised family member knowledge and insights as 
important in underpinning approaches to care for the older person with dementia while 









During participant observation, N7 remarked that ‘the interesting dynamic amongst 
family members’ could affect how they (family members) connected and conversed with 
ED nurses.  I asked her to elaborate.  She explained that C’s son appeared anxious and 
jittery ‘the son wanted the doctors to give his mother her tablets because he wasn’t sure 
if the nursing staff would be able to’.  She tells me she did not take offense to this ‘he 
didn’t intend any malice.  He just didn’t really know how things were done’ (N7). 
N7 surmised that C’s son lived in another part of the country and was not his mother’s 
main carer.  In N7’s experience this could lead to guilt about not being there to look 
after his Mum ‘he is out of the loop’ and this manifests as frustration or being on the 
defensive with ED nurses.   
In the learning conversations session, N6 suggested that some family members have 
negative perceptions of ED nurses ‘their walls are up straight away’.  
With further analysis, the group believed that low expectations or negative perceptions 
could be flipped if ED nurses worked on the initial contact with family members. 
 ‘If you could acknowledge in some way, okay this lady has got dementia, we will 
be with you soon.  Make an effort to even say to the daughter, look I am whoever, I’m 
looking after you.   I know your Mam has dementia.  We will make an effort to put her 
into a quieter area, where there aren’t as many distractions’ (N3). 
While family members were perceived as the ‘vital link’  (N10, N3), it was 
acknowledged that the task orientated and conveyor belt nature of ED nursing work 
sometimes impeded ED nurses from making connections with family members. In the 
learning conversations session more junior nurses appeared to separate out the technical 
and relational elements of care so that they were perceived as two separate entities 
which could not be carried out in tandem. 
 ‘I find it very hard.  You are trying to rush around and you know the way with 
your bloods and ECGS.  But then you have a doctor saying to you hurry on.  If you 
delay then there’s a delay for them seeing the next patient.  It could create problems if 
you are seen to be just standing around the place talking’ (N9). 
However, more senior ED nurses believed that building rapport with family members 
was possible while completing tasks. 









While filling in the obs or doing an ECG, you could be chatting about other 
things (N8). 
Even five minutes with family members was seen to be important as illustrated in the 
example below.  
  ‘I went to the patient it was quite obvious that she was in an advanced state of 
dementia.  The daughter never, ever mentioned it.  I was curious about this, since the 
dementia is the first thing that family members say.  I stuck my neck out and asked ‘so 
how long has your Mam had dementia?  And then she kind of changed.  Her whole 
conversation changed.  She became much more open to conversation.  The whole shield 
went down.  And then she said to me I need more help’ (N6). 
In this theme, family members were viewed as an untapped resource with the 
knowledge and insights to assist ED nurses to enhance dementia care experiences in 
ED.  Furthermore, there was recognition amongst ED nurses that the conversations that 
mattered and were valued did not take long and could be weaved into day to day, 
moment by moment caring episodes.  In being curious, ED nurses were able to scratch 
beneath the surface to determine what was going on in a family situation.  This led to a 
shift in hostility and defensiveness so that family members and ED nurses were able to 
engage in more meaningful and compassionate contact.   
5.9.4 Compassion over technical skills 
Paper 2 highlighted that family members valued compassionate nurses because they 
found being in ED challenging.  Challenges included having to stay with the older 
person with dementia for hours on end because they were too vulnerable to leave alone 
in this environment.  This stretched the physical and psychological reserves of family 
members.  During observation I sensed that compassion in ED nursing was about being 
a sympathetic presence and adapting and responding in the moment.   I saw first-hand 
how important it was for family members that the ED nurse was attuned to their distress 
and reacted in a way that acknowledged their needs and promoted their ability to cope 
in this situation.  Participant observation with N8 illustrated this well.  
N8 noticed that M’s daughter was tearful ‘I am just tired, it’s been a long night and I 
haven’t had any sleep’.  N8 acknowledged that it must be ‘very difficult from a carer 
viewpoint.  ‘She has been sat up with M all night and must be exhausted’.   N8 knelt 









was okay and gave M’s daughter a tissue to wipe her eyes.    N8 squeezed the 
daughter’s hand and acknowledged her contribution ‘I wouldn’t have been able to 
manage to care for your Mam without you’.  N8 acknowledged the daughter’s situation 
‘you have both had a long night’ and ensured that M’s daughter was able to replenish 
her energy ‘breakfast and tea will be coming in a minute’.  I was conscious that in this 
short interaction N8 was a sympathetic presence and this was uplifting for M’s daughter 
‘that’s better, I just needed someone to listen to me at my low point’ (Ob8 13/2/2017).   
In the learning conversations session we discussed how these moments of compassion 
could happen more of the time.  
The group identified that what was important and valued by ED nurses needed to come 
to the foreground.  There was agreement that ED nursing was more than a series of 
tasks. 
 ‘What has been a little bit drilled into you maybe is get the obs done, get the 
work-ups done and so on and so forth.  That’s where the task orientated thing is coming 
from.  We need to buck this trend’ (N1). 
Bucking the trend meant dispensing with traditional perceptions of ED nurses as ECG 
technicians and phlebotomists.  In asking what was important and valued, ED nurses 
responded that they wanted to move away from ‘spreading themselves too thin’ so that 
they could dedicate time to engage in therapeutic interactions with family members.   
   ‘I had time to be with the patient, to chat to them.  They could talk to me about 
things, their cat or their dog at home.  This was something ordinary, hearing about 
ordinary things, things then like I had three boys and now I have only two.  That is what 
we should be doing taking it all off the patient and family, giving them time to talk to us.  
Letting them talk’ (N2). 
It intrigued me that ED nurses wanted to focus more on the relationship centred aspects 
of nursing care since the literature portrayed ED nursing as fast paced and highly 
technical.  This provoked discussion about ‘competing priorities’ (N3) but at the end of 
the day ‘real nursing was about human beings, not about stats and targets’(N1).  The 
clear message in the learning conversations session was that ED nurses aspired to using 
‘those skills, other skills apart from conveyor belt’ (N6).  ED nurses valued the insights 
of family members as experts ‘the relative is the person who knows the person with 









should be on ‘appreciating their advice instead of fobbing them off’ (N6) and ‘letting 
them be the carer while they are in ED’ (N10). 
It struck me that ED nurses are sometimes caught in the middle, trying to do what is 
best for the older person with dementia and their family members and at the same time 
working in a system that devalues the human elements of caring.  ED nurses recognised 
that there was a need to shift traditional views of ED nursing as task orientated and 
technical.  The future would entail reframing priorities; to augment the relationship 
centred aspects of care and to build therapeutic connections with family members. This 
is what mattered to family members but also to ED nurses.  
A synthesis of these findings is presented in the following section.   
5.10 Synthesis of findings 
The intention of this study was to generate new knowledge about the experiences of 
dementia care in ED and to co-create future possibilities for development.  To achieve 
this, findings from participant observation and family member stories in the Discovery 
Phase were synthesised with findings from the learning conversations session with ED 
nurses in the Dream Phase.  The result was several fresh insights; seeing things from a 
different perspective, refuge for family members, balancing the technical and 
relationship centred elements of care, working in the moment, ED nurse as strong 
advocate and collaborations in caring for the older person with dementia in ED.  The 
common thread is that the quality of relationships shapes the quality of care experiences 
for family members and ED nurses.  
 Family member stories and participant observation played a critical part in raising 
consciousness amongst ED nurses about what worked well in enhancing experiences of 
dementia care in ED and what could be done better.  Family member stories enabled ED 
nurses to see things from a different perspective and allowed them to identify hitherto 
unrecognised aspects of their own practice.   ED nurses gained deeper awareness of the 
public gaze and visual spectacle concept related to family member need for refuge in a 
cubicle space.  Furthermore, ED nurses were able to envision building relationships 
with family members, to facilitate opportunities for collaboration in caring for the older 
person with dementia while they were in ED and thereby minimising the potential for 









cast a positive light on nursing approaches that were important to family members; ED 
nurse as a sympathetic presence, being responsive in the moment with kind words and 
small gestures in support of those who were at their most vulnerable were all important.  
Illuminating instances where nursing approaches worked well was an essential part of 
the learning conversations session.  ED nurses were frequently criticised for failings in 
care and rarely had an opportunity to appreciate and celebrate what they did well.  ED 
nurses seemed surprised that there was something in practice that worked well and this 
spurned new thinking about how this could happen more often. 
These findings showed that ED nursing for older people with dementia and their family 
members was about working in the moment and integrating spontaneous, thoughtful and 
meaningful interaction as you go. Notably, triage is portrayed as conveyor belt and task 
orientated where the actions of the nurse are determined by the computerised triage 
system. These findings demonstrate that decision making in triage was much more 
complex than this. A fundamental part of the triage nurse’s role involved picking up on 
cues from family members and using nuances in a particular situation to determine 
priorities of care. The ability to do this within time constraints was no mean feat and 
required the triage nurse to have high level interpersonal skills and expertise in 
negotiating both the technical and relationship centred elements of care.  
ED nursing in this study entailed striking a balance between the technical and 
relationship centred aspects of care. The literature review (Paper 3) highlighted these 
facets of ED nursing are often siloed out or talked about as separate entities.  The 
findings from this study demonstrated that they are intertwined.  ED nurses showed that 
it was possible to blend both approaches, to attend to the practical elements of care and 
at the same time incorporate small interactions, to offer kind words of 
acknowledgement, to be responsive in the moment. That ED nurses aspired to a more 
relationship centred type of practice was unexpected since ED nurses are oftentimes 
depicted as being more focused on the technical and medical aspects of caring.  This 
study gave a sense of ED nurses as strong advocates for the right to privacy and dignity 
for the older person with dementia and their family members.   It was evident that ED 
nurses wanted to protect and shield the older person with dementia in ED, by providing 









moved from this space unless there was no other option.  There was recognition by ED 
nurses that when they worked together they had the confidence to stand up for what was 
right and the courage to try different approaches to care.  
ED nurses understood that family members could play a significant part in future, 
alternative approaches to care. That family members have expert knowledge and 
understanding of the older person with dementia has been identified in previous 
research.  What is less clear however is how the expertise of family members may be 
maximised in clinical practice.  Findings from this study suggested that family members 
were willing to work with ED nurses to ensure the care needs of the older person with 
dementia were met.   Informal collaborations between ED nurses and family members 
were happening every day.   A key finding in the learning conversations session was 
that ED nurses determined that family member-ED nurse alliances could be 
strengthened and a situation of mutuality and reciprocity may develop if: 
 Family members were encouraged to get involved if they wanted to. 
 Family members were asked for their advice on how they would like things to 
be. 
 ED nurses had the courage to open up conversations with family members as to 
what help they would value.  
Words such as mutuality and reciprocity are often referred to but enacting this in 
practice may not be straight forward.  The learning conversations session data revealed 
that ED nurses had emotions connected to these concepts.  These included not asking 
family members how they would like things to be, for fear of failing or fear that the 
family member may make demands that they could not deliver on.  This showed the 
value of feeding back findings and further exploring them to enhance meaning in action. 
5.11 Chapter summary 
In this chapter findings from family member stories, participant observation and the 
learning conversations session were synthesised to generate new knowledge about 
worked well in experiences of dementia care in ED and to highlight potential areas for 
development. New insights emerged such as; seeing things from a different perspective, 









care, working in the moment, ED nurse as strong advocate and collaborating in caring 
for the older person with dementia in ED.  The common thread is that the quality of 
relationships shapes the quality of care experiences for family members and ED nurses.  
However, in a technical and task orientated environment such as ED, the value of 
relationship centred care is sometimes underestimated.  Key findings illustrated that it 
was possible for ED nurses to blend relationship centred and technical care approaches 
without negatively impacting triage or work-up times. In this study and in contrast to 
prevailing narratives, ED nursing was depicted as a spontaneous way of being, where 
nursing strengths were articulated in moment by moment interactions and in being 
attuned and responsive as a sympathetic presence.  In   enhancing experiences of 
dementia care in ED, key findings suggested that alliances between ED nurses and 
family members may be pivotal.  This study showed that informal collaborations 
between ED nurses and family members were happening every day.  These 
collaborations could be strengthened if ED nurses had the courage to ask family 
members how they would like things to be.  To do this, ED nurses would need to 
overcome their fear of not being able to meet family member wishes or expectations.   
In this study, the learning conversations session was critical to promoting generativity. 
The deliberate stance away from deficits and negatives encouraged ED nurses to 
explore situational complexity, vulnerability and fears, as well as moments of 
excellence.   Unearthing moments of excellence which sometimes go unnoticed or 
unrecognised was an important step in stimulating new thinking around what works 
well  and how this could happen more of the time. As evident in this study, a focus on 
self-initiated action and building strengths helped ED nurses to see things differently.   
This is noteworthy in terms of future learning and practice development.  
In chapter 6 these findings are discussed within the context of theoretical and empirical 
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The primary aim of this study was to explore the experiences of family members 
accompanying an older person with dementia in ED and the experiences of ED nurses 
caring for them in an episode of care. The intention was to generate new knowledge to 
co-create future possibilities for development.   The aims and objectives of this study 
were based on key learning from the literature review in Chapter 2 (Paper 3).  These key 
findings identified that previous research appeared to emphasise the negatives aspects of 
dementia care in ED.   Little research explored what was working well and this 
potentially has a demoralising effect on ED nurses and their capacity to give good care.  
Paper 3 established a need for more participatory research; to capture what matters and 
is valued by those involved in caring for older people with dementia in ED and to find 
out what approaches work best in supporting therapeutic relational interactions between 
family members and ED nurses.  From my experiences in clinical practice I was 
conscious that there were aspects of practice that worked well in caring for an older 
person with dementia. Moreover, I believed that family member and ED nurse insights 
were pivotal in identifying strategies that would enhance experiences and understanding 
how these may be embedded in practice and care delivery. 
This study has captured some experiences of dementia care in ED. In generating new 
insights about what matters and is valued, future possibilities for learning and practice 
development are illuminated.  In Chapter 5, findings from participant observation and 
family member stories in the Discovery Phase (Paper 2) were synthesised with findings 
from the learning conversations session in the Dream Phase (Paper 4). This led to 
several fresh insights about the experiences of dementia care in ED - ‘seeing things 
from a different perspective’, ‘refuge for family members’, ‘balancing the technical and 
relationship centred elements of care’, ‘working in the moment’, ‘ED nurse as strong 
advocate’ and ‘collaborations in caring for the older person with dementia in ED’. 
This chapter begins with a discussion of these insights as they are positioned within the 
wider discourse, relevant theory and the empirical literature. This is followed by 
recommendations for practice and research. Drawing on my personal experiences, a 









and limitations of the study.  Finally, there is an appraisal of the quality of this research 
using the Authenticity Criteria as outlined in Chapter 3 Methodology.   
6.2 Discussion of key insights 
In this following section, the synthesis of findings has been presented as four core 
aspects to enhance readability, to aid the flow of the discussion and to better illustrate 
how this study has added to the body of knowledge about the experiences of dementia 
care in ED.  The four key aspects for discussion are: seeing things from a different 
perspective, balancing relationship centred and technical care, working in the moment 
as a sympathetic presence and collaborating in caring for an older person with dementia 
in ED.   
6.2.1 Seeing things from a different perspective  
In this study, ED nurses were able to see things from a different perspective. This was 
important in stimulating new thinking but also in transcending the prevailing negative 
discourse about emergency care which may leave them feeling overwhelmed, 
demoralised and stuck in a rut.  This reflects what Gergen (2015, p.9) refers to as being 
able to see beyond that which is ‘captivating the gaze’, so that with a new found level of 
consciousness there is stimulation of alternative practices and ways of being.  Similarly, 
McCormack (2016, p.18) highlights the value of being able to find the ‘beauty of 
practice to dance with’. In this study, the beauty of practice was evident in aspects of 
practice that worked well.   For example, when ED nurses picked up on nuances and 
recognised that family members may be anxious or afraid of what was going to happen 
in ED. Beautiful practice came to the fore when ED nurses had the confidence to stand 
up for family members and the older person with dementia, to ensure that they were 
provided with refuge in a cubicle space.  
Significant in this study, is that encouragement of small changes in nursing approach 
offers potential to transform care practices.  In the learning conversations session, ED 
nurses recognised that kind words and gestures even in the most fleeting of interactions, 
positively impacted family members.  In amplifying moments where they made a 
difference, ED nurses were able to surmount feelings of being overwhelmed, to create 
space for thinking about how their potential may be maximised.  This links with the 









experienced when we are in a position to be our real selves, to connect with others or to 
enjoy what we do.   
In this study, ED nurses wanted to feel fulfilled and aspired to what they referred to as 
‘real nursing’.  Real nursing meant being true to their beliefs and doing the right thing 
for older people with dementia and their family members.  Recalling instances when 
they achieved this in practice gave ED nurses a sense of a job well done and this was 
uplifting. This is a hallmark of AI, celebrating strengths and helping people to become 
attuned to the positive core of the community.  This leads to generation of ‘nourishing 
and restorative experiences’ which have the potential to transform the state of being 
(Fitzgerald et al. 2010, p. 224).  In exploring their practice, ED nurses in this study 
recognised that they had to move beyond thinking about deficits and negatives to 
develop an understanding of what mattered and was possible in everyday encounters.  
McCormack and Titchen (2014) contend that shifting perspectives to hone in on our 
beliefs and values can help nurses see opportunities within the caring relationship, 
instead of becoming overwhelmed by everything that needs to be done.  
However, in ED a heavy workload means that it is easy for nurses to become 
overwhelmed.  Marshall and Reason (2008, p.18) talk about how easy it is to sink into 
criticisms and the prevailing negative discourse.   Although these authors were referring 
to challenges within an academic context, it struck me that there was a real connection 
with the emergency care environment and in particular with how ED nurses were 
feeling ‘exhausted by institutional ugliness, managerialism and crazy demands’ 
(Marshall and Reason 2008, p. 18).   The ED setting has been described as a ‘carousel’, 
where ED nurses are under pressure to process people rapidly (Nugus et al. 2014). As 
identified in Chapter 2 Literature review, the ED exists to provide emergency care for 
individuals who experience a sudden, life threatening injury or condition (Mollaoğlu 
and Celik 2016).  In this environment there is a risk that ED nurses can become fixated 
on efficiency, tasks and technical care and blinkered to other areas of care where they 
can also make a difference.  
In using appreciative framing and dialogue, storytelling and collaborative sensemaking, 
ED nurses in this study were able to find the beauty of practice to dance with.  This 









practice where they could make a difference.  A case in point was when the triage nurse 
did not fixate on physical signs and symptoms but instead focused on apprehending the 
salience in situation and context as experienced by the older person with dementia and 
their family members.  Or when ED nurses were able to move beyond keeping family 
members at arms-length so that the goals of those receiving and providing care were 
seen as complimentary rather than non-engaged or transactional.  Martela (2012) 
describes transactional care as professional, meeting the needs of care recipients but 
without an emotional dimension.  Martela (2012) suggests that a truly caring 
connection, where interactions move beyond performance of duties in a mechanical way 
can become complimentary, providing comfort, wellbeing and anxiety reduction for 
those delivering and receiving care.  ED nurses recalled situations where they had 
provided comfort to a family member and family members had helped them to care for 
the older person with dementia.  These interactions were complimentary and allayed ED 
nursing concerns about care needs not being met. In building positive energy, ED nurses 
were open to different perspectives.   Viewing practice from a different perspective is 
deemed essential in being able to grasp the potential in everyday situations 
(McCormack 2016, Marshall and Reason 2008). 
In the learning conversations session, ED nurses identified this potential. ED nurses 
surmised that being able to see beyond the obvious was an important part of 
establishing priorities of care, yet this was not reflected in formal policies or protocols.   
They perceived that a core part of their role involved picking up on nuances in a 
situation so that they were in a position to protect and support those who were most 
vulnerable. The perception of ED nurses, of caring as intrinsically linked to 
vulnerability resonates with Martinsen’s Philosophy of Caring and Vulnerability 
(Martinsen 2006).  This theory purports that in protecting a person’s vulnerability, the 
use of protocols and guidelines is not enough.  The theory emphasises that at the crux of 
nursing care is a recognition of need and development of a ‘perceiving eye’ (Martinsen 
2011, p.17). Martinsen’s theory draws distinction between perceiving and recording 
(Martinsen 2006, Van der Meide 2013).  Recording means the nurse maybe objective or 
detached (Van der Meide 2013).  A good example of this was in triage where some ED 
nurses focused solely on the assessment of signs and symptoms without recognising 









emotionally involved before we understand the needs of the other’ (Martinsen 2011, p. 
17).  Some triage nurses therefore had a more perceiving eye, increasing their capacity 
to see emotion to instinctively understand the needs of family members. 
In this study, seeing things from a new perspective enabled ED nurses to be more aware 
of this perceiving eye.  This was evident when ED nurses described situations where the 
family member may have appeared hostile or on the defensive ‘putting their walls up’.  
In asking questions and being curious ED nurses were able to determine that family 
members were stressed, anxious and worried about how they might cope in ED with an 
older person with dementia who was ill and experiencing distressing behavioural 
symptoms. In being open to what else was going on in a given situation, ED nurses 
were better able to understand family member vulnerability and their need for physical 
and emotional refuge.  The ability to read emotional states reflects a type of embodied 
practice which is perceived to be central to nursing and essential for nurses in checking 
assumptions and interpreting nuances in emergent situations (Jenkins et al. 2019).   
These findings suggest that in being emotionally attuned, ED nurses were able to 
transcend hostility and defensiveness to focus on building relationships with family 
members. It can be interpreted from this that the quality of these relationships shapes 
the quality of care experiences for family members and ED nurses.  The potential for 
devaluing of human relationships in contemporary healthcare creates a tension for 
nurses as the desire to do what is morally right and best for patients and family 
members is often in conflict with task performance (Jenkins et al. 2018).    In this study 
however, ED nurses showed that it was possible to strive for balance between the 
technical and relationship centred aspects of care. 
6.2.2 Balancing relationship centred care and technical care  
ED nurses in this study believed that it was possible to balance relationship centred and 
technical care.  Technical elements such as recording observations and ECGS or taking 
bloods could be balanced by relationship centred approaches such as initiating 
interactions and conversations with family members.   Byrne et al. (2020) found that 
relationship centred care is frequently perceived as an addition to technical tasks rather 
than an intrinsic part of nursing practice. This has resonance with this study where in 









relationship centred care as two separate entities.  Yet, in clinical practice ‘one is 
infused with the other’, the idea being that the relationship centred elements of care 
should be a spontaneous part of routine practice (Godfrey et al. 2018, p.4, Pinkert et al. 
2018).  In this study some ED nurses were successfully integrating both approaches, 
although there was recognition that it is sometimes difficult to strike a balance in a 
highly technical, emergency care environment.    
This tension, in delivering both technical and relationship centred elements of care is 
well documented (Dewing and Dijk 2016, McPherson et al. 2016, Brooke and Ojo 
2018).  The challenges for nurses such as overcrowding and congestion and heavy 
workloads in ED have been identified (McConnell et al. 2016, Parke et al. 2019).  
Digby et al. (2016, p.56) believe that the acute care setting has become subsumed in the 
customer-service model of care.  Consequently, some nurses are ‘scripted’ to respond in 
ways that satisfy the model of care, to the detriment of patient need, sincerity and 
authenticity. The challenges and complexity of the ED environment were visible in this 
study.  ED nurses struggled to move patients between trolleys and cubicles to cope with 
the large volumes of patients with diverse needs, nearly all of whom needed ‘work-ups’ 
which included blood tests and an ECG.  
Dewing & Dijk (2016) question whether relationship centred care is possible in busy 
hospital environments.  They contend that the practicalities of operationalising it in 
practice are not well discussed.  In this respect, this study has illuminated aspects of 
what matters and is valued in dementia care in an ED setting and this provides a basis 
for development of strategies for improvement. ED nurses in this study stated that they 
wanted to be able to practice in a relationship centred way; interacting with family 
members on a human level and being comfortable to ask family members for their 
knowledge about what might work best in caring for the older person with dementia.  
ED nurses recognised that this reciprocal way of being could allay family member 
anxiety, help to ensure that the care needs of the older person with dementia were met 
and be of benefit to ED nurses. In addition, some ED nurses demonstrated that technical 
care and relationship centred care can occur in tandem and even in the most fleeting of 
interactions. This moves the dialogue along from talking about relationship centred care 









(Martinsen 2006).  In an exploration of older people and family member views on 
healthcare by Bridges et al. (2010), relationships were identified as a key feature of the 
acute care experience.   As highlighted in this study, relationship centred care is 
fundamental to enhancing dementia care experiences in ED and therefore must be 
supported or embodied as a way of being in clinical practice. 
In the learning conversations session, these ED nurses equated relationship centred care 
with nursing skill.  They viewed relationship centred practice as a mechanism for 
articulating their strengths, contribution and expertise.  This contrasts with McConnell 
et al. (2016) who found in reviewing the literature that ED nurses placed a high value 
on performing medical tasks to such an extent that nursing expertise was perceived as 
unimportant by them.  McCormack (2016, p 18) attests that the emphasis on task 
completion and technical nursing functions may serve to ‘disguise the core function of 
nursing, that of caring for the whole person in a period of vulnerability’.  Nursing 
proficiency in task completion is important.  Rapid assessment and prioritising 
interventions are a critical part of ED nursing.  However, there is a need to find a way to 
ensure that technical and relational care approaches occur in synchrony to address the 
spectrum of vulnerability in ED.   In the learning conversations session, ED nurses 
explored together the core function of nursing within ED and considered what should be 
prioritised in their daily practice. There was acknowledgement that functional tasks such 
as recording ECGs and taking bloods were part of their role but not the total 
embodiment of ED nursing.  ED nurses wanted to create situations where they could 
spend time providing comfort measures and raise the expectations of family members.  
Findings in this study implied that ED nursing maybe enhanced in the development of 
relationship centred capacity.    
In this study, it was evident that noticing nuances and negotiating the complex nature of 
human experiences in ED required high level interpersonal skills. In Martinsen’s 
Theory of Caring and Vulnerability (Martinsen 2006), relationship centred care 
incorporates professional judgement, impressions in situation and context and previous 
experience.  Martinsen (2006) cautions against mistaking relationship centred care for 
sentimentality (Alligood 2017).  To engage in the caring relationship, the nurse must 









differences, expanding trust but not being fearful of uncertainty, the courage to step out 
of taken for granted ways of doing and envisioning opportunities to enhance 
experiences (Hartrick 1997).  As advocated by Hartrick (1997), ED nurses in this study 
were able to step out of taken for granted assumptions that influence their practice.  
They achieved this through being curious, honouring ambiguity and complexity, 
making meaningful connections, responding in the moment and in a way that validated 
the significance of the other which in this study was the older person with dementia and 
their family member. 
6.2.3 Working in the moment as a sympathetic presence 
In this study, the ambiguity and complexity of ED nursing work came to the fore.  
Triage for example, entailed more than operating a computerised system and inputting 
physical symptoms and signs.  A fundamental part of the triage nurse’s role involved 
noticing cues from family members and using nuances in a particular situation to 
determine priorities of care. MacLeod (1996) depicts nursing as a set of three distinct, 
inextricably linked processes; noticing, understanding and acting.  Noticing is a process 
of interpreting salience and as illustrated by ED nurses in this study, being attuned to 
emerging needs, the little things that may go unnoticed but are hugely important to 
family members (Macleod 1996).  Understanding is about grasping what matters and is 
valued, integrating knowledge which stems from practical experience but also being 
able to relate to family members as human beings (Macleod 1996).  The ED nurses in 
this study tried therefore to gauge what was important in the moment.  Acting and 
practising from this stance is enhanced when there is opportunity to adapt the rules in 
being responsive to vulnerability, patient need or complexity (MacLeod 1996, Phelan 
and McCormack 2013).  This study illustrated that nursing flexibility was central in 
enhancing experiences of dementia care in ED.  There is a tendency to assume that 
every element of emergency care can be choreographed by systems and guidelines, so 
that acting in the moment and being flexible may be perceived to have nominal value in 
an ED nursing context.   
Some ED nursing work cannot be tick boxed or pre-defined, implying that there is a 
need to reframe nursing from being solely technical and transactional to nursing as a 









discuss, ‘care, like live and theatrical performance, exists only as a live encounter and 
within a specific juncture of time and space’.  This is similar to Macleod’s (1996) 
depiction of nursing as acting where the nurse acts within guidelines and protocols but 
can step outside of routine practice depending on what is unfolding in a particular 
situation or encounter.   
 In this study, nursing care as performance is comprised of the technical and task 
orientated components but skills such as working in the moment, cue recognition and 
dancing with the beauty of practice play a key role in experience enhancement.  
Arguably, skills relating to the technical and practical aspects of ED nursing care are 
over emphasised, to the detriment of the relationship centred aspects which as illustrated 
in this study are equally important.  According to Dağ et al. (2019), the most frequently 
performed ED nursing tasks centred on implementation of medical treatment, 
intravenous procedures and stabilisation of critically ill patients.  Notably, the least 
performed tasks were attending to the nutritional needs of patients and devising a 
nursing plan of care that was tailored to individual need.    In an Irish context, the 
National Emergency Medicine Programme (2014) devised a suite of pre-defined, 
delineated skills for ED staff nurses which are based on assessment of behavioural 
indicators.  Examples include; implements a holistic approach to patient care using 
validated tools, adheres to policy or practices within guidelines and exhibits empathy.  
There is an assumption that if nurses learn behavioural skills, interpersonal skills will 
develop in tandem when the converse may be true (Hartrick 1997).  Hartrick (1997) 
believes that emphasising behavioural skills over relational capacity does not reflect the 
significance of human relating as a basis for care. Furthermore, placing primacy on 
behavioural skills may impede the expression of human values and nurses’ ability to 
relate and work in the moment (Hartrick 1997).   
The findings of this study suggest that neither the medical paradigm nor a suite of pre-
fixed skills depicts the relational, contextual and situational aspects of emergency 
nursing. That technical skills are critical in ED is undisputed.  However, in this study 
family members also appeared to value ED nurses who offered a sympathetic presence 
when they were at their most vulnerable. Sympathetic presence is not a new concept.  









achieving person centred outcomes.  It involves skilled engagement where the nurse is 
responsive to cues and thus is better positioned to understand a person’s social and 
situational circumstance. In this study, sympathetic presence is also perceived as a 
mechanism for bringing relationships to the foreground of practice in caring moments.  
As a sympathetic presence, the nurse is attuned to the salient aspects and has the 
capacity for situational analysis and meaningful action. This entailed the ED nurse 
noticing how family members were feeling, understanding the family member situation 
and responding in a way that promoted the family member’s capacity to cope in that 
moment.  Sympathetic presence is a core principle of relationship centred care and is 
best understood as  engagement that ‘recognises the uniqueness and value of the 
individual, by appropriately responding to cues that maximise coping resources through 
the recognition of important agendas in their life’ (Slater et al. 2017, p.544).  Notably, 
sympathetic presence is a specific practice rather than an intangible or abstract concept 
that cannot be learned or taught (Jennings et al. 2020).  In this study, forming 
therapeutic relationships with family members was important to ED nurses.  In Chapter 
5 Findings, the interaction between N8 and the family member seemed to reflect this.  
N8 recognised and responded to how the family member was feeling.  The result was 
that the family member was better able to cope in the situation and could continue to 
help the ED nurse to ensure that the care needs of the older person with dementia were 
met.  In this respect, sympathetic presence is integral to the process of moving towards 
an ‘I care for you and we care for each other state of being’ (Jennings et al. 2020, p. 
193).   
6.2.4 Collaborating in caring for an older person with dementia in ED   
As identified in the wider literature,   ED nurse participants believed that family 
member insights and knowledge about the older person with dementia could inform 
more sensitive approaches to care (Fry et al. 2015, DeVries et al. 2016).  This study 
illuminated instances of informal collaborations between ED nurses and family 
members and was perceived to have benefits for ED nurses and family members alike.  
When family members were present they linked in with ED nurses to ensure that the 
care needs of the older person with dementia were better met (Fry et al. 2015, de Vries 
et al. 2019).  As evidenced in this study, ED nurses recognised family members as an 









members wanted to collaborate in caring for the older person with dementia in ED as 
this would validate their insights and expertise as carers. 
While there is a plethora of literature suggesting that family member-ED nurse 
partnerships should be explored (Fry et al. 2015, Burgstaller et al. 2018, Pinkert et al. 
2018, Prato et al. 2019), there is ambiguity about how this concept may be realised in 
practice.   In this regard, this study can offer a number of noteworthy insights.  A key 
finding in the learning conversations session was that ED nurses determined that family 
member-ED nurse alliances could be strengthened in various ways.  Family members 
could be encouraged to get involved if they wanted to and be asked for their advice on 
how they would like things to be. ED nurses should have the courage to open up 
conversations with family members to identify what help they would value.  
Findings also suggest that there is more to practice partnerships than family members 
helping ED nurses during busy times and family members getting a sense of 
gratification from this. ED nurses acknowledged that they needed courage to open up 
conversations with family members because they were fearful of not meeting family 
member expectations, implying that mutuality is integral if collaborative partnerships 
are to flourish.  Brown (2016, p. 1466) define mutuality as ‘reciprocal transactions and 
exchanges, mutual influence and responsiveness and a sense of common purpose’.   The 
commonalities as identified by McCormack (2016, p. 23) and evident in this context, 
were that family members and ED nurses are ‘together in the same place, both focused 
on the same thing with both parties connected through the atmosphere of the situation’. 
It can be interpreted therefore that there is an emotional connection in each meaningful 
caring encounter as reflected in the use of the words fear and courage by ED nurses and 
the need for refuge and significance as pinpointed by family members.   If framed 
within relationship centred care, the practice partnership creates a shared space for 
mutual validation, where family members and ED nurses may be present for each other 
with all their emotions and vulnerability (Martela 2012).  As shown in this study, this 
ability to meaningfully connect was possible even in short, fleeting interactions 
(Martela 2012).  The synthesis of the findings identified that experiences of dementia 
care were enhanced when ED nurses were able to open up conversations with family 









each other’ is a critical element in establishing collaborations between patients or family 
members and nurses.     
The ED nurses in this study aspired to nursing which involved building relationship 
centred capacity and espousing values such as mutuality in everyday practice.  
Mutuality should not be perceived as an abstract concept and instead as an important 
mechanism in delineating the distinctiveness of the nursing contribution and a way of 
sharing knowledge and expertise (Brown 2016).  Furthermore, promoting mutuality in 
care relationships is reputed to have a ‘prosocial impact’ for nurses with the potential to 
enhance job satisfaction and provide a buffer against burnout (Martela 2012, p. 195). 
While the benefits of mutuality are extolled, there is recognition that mutuality may be 
difficult to achieve in practice (Brown 2016). In this study, the ED nurses did work 
within guidelines and protocols but also stepped outside of routine practice depending 
on what was unfolding in a particular situation or encounter (Macleod 1996). In the 
absence of courage to take risks or bend the rules, Brown (2016) forewarns that slavish 
adherence to rules and protocols can constrain opportunities for mutuality.  This study 
prompts consideration of what ED nursing is all about. The common thread in the 
findings is that the quality of human relationships is key to experience enhancement and 
this should be an important component of ED nursing practice.  In ED nursing as 
elsewhere, there is perhaps an over reliance on rules and systems in pursuit of 
efficiency, targets and ‘performance’, to the neglect of human relationships (Jenkins et 
al. 2020). Given the centrality of collaboration and partnerships in this study, ED nurses 
need to enable an approach to caregiving that encourages human flourishing.  Martela 
(2012) believes that human flourishing is possible in nurse – patient relationships and 
has myriad positive outcomes for nurses including increased wellbeing, a feeling of 
accomplishment and stimulation of anxiety and stress relieving mechanisms.   
The insights generated from this study have implications for ED nursing practice and 
research and these are highlighted in the following section. 
6.3 Implications for ED nursing practice and research 
Based on the findings of this study, recommendations for nursing practice and research 
can be made. The use of AI and creative methods such as storytelling and collective 









and perceptions. This is noteworthy since it raises the possibility of changing practice in 
a meaningful and sustainable way and such an approach is transferable across diverse 
contexts and settings.  In this study, AI amplified what worked well and this opened the 
gateway for new thoughts about how this could happen more of the time. Incorporating 
family member stories enabled ED nurses to perceive family members as potential allies 
and to consider how collaborations could be developed in the future.  This study 
enhances contextual understanding and adds to the existing knowledge about how 
relationship centred care may be operationalised in complex settings such as ED. 
Although not captured formally, in conversation some ED nurses suggested that their 
approach to caring for older people with dementia and their family members had 
changed as a result of participating in this research.  
Additionally, this study prompts further discussion about sympathetic presence, the 
nursing skills that are required to enact it and how it may be maximised as a mechanism 
for bringing relationships to the foreground of nursing practice in caring moments.  A 
priority for future research is the inclusion of older people with dementia in the research 
process.   This may be possible by forging stronger links with community care groups to 
broaden opportunities for recruitment and by expanding the use of creative methods in 
participatory research approaches such as AI.  Participatory approaches could be 
enhanced further if research participants were facilitated to play a greater part in the 
analysis and synthesis of research findings.  As evidenced in this study, there is 
incentive for development of nurse competencies to prepare ED nurses to negotiate 
situational salience and complexity in everyday nursing.  The use of drama and 
simulation using personal stories could be further explored in this regard.  
This study pertained to the Discovery and Dream phases of AI.  Therefore, 
recommendations and actions for practice are located in the Design and Destiny phases 
of the 4D Cycle.  In Design and Destiny, participants co-create ways of achieving the 
ideal and then set about developing strategies to embed new developments in everyday 











 Findings from this study could underpin further exploration of how practice 
partnerships between ED nurses and family members may be realised in the 
future. 
 This would involve setting up a diverse group to include ED nurses and family 
members, ED clinical facilitators and management to co-construct a plan for 
development. Part of this work may involve a synthesis of further research 
evidence to capture ideas and to identify frameworks that may reflect the values 
of the group.  
 Using a learning conversations session approach and incorporating creative 
methods, key concepts such as mutuality, reciprocity and flourishing in 
relationships could be explored with a view to creating compelling statements 
that outline a strategy and future vision for ED nursing practice.  
 Leaders within the organisation should be invited to a presentation of this 
strategy as a new and innovative approach to nurse practice development. 
6.3.2 Destiny 
 Implementing and sustaining change will entail developing and validating 
relationship centred care in everyday practice.   
 To do this, there should be organisation wide understanding of the value of 
relationship centred care approaches as central to achieving person centred 
outcomes through a clear vision and philosophy. 
 In achieving this, nurse education is an important contributor. Education 
approaches should be celebratory, with a focus on building strengths and 
capacity for responsiveness and negotiating complexity in everyday nursing 
practice.    
 Change in practice can start on the frontline with skilled facilitation that places 
primacy on appreciative framing and dialogue and the creation of safe places to 
facilitate reflection and to enable staff wellbeing to flourish.   
 Nurse education curriculums should include creative learning opportunities to 
facilitate development of skills such as improvisation, emotional attunement, 









 To achieve sustainable change, ED nurses must be encouraged towards self-
initiated action and to embrace research inquiry that is provocative and 
stimulates critical analysis of their practice.   
A critique of the methodology was presented in Chapter 3.  The next section draws on 
my personal experience of using AI to generate new insights about what matters and is 
valued in experiences of dementia care in ED.  
6.4 A reflexive account of AI methodology 
This was the first time that the researcher and ED nurse participants had an opportunity 
to take part in a learning conversations session. In the literature review in Chapter 2, 
group based activities away from the clinical area and incorporating personal or family 
member stories as a basis for learning were deemed to show more potential in changing 
practice than traditional learning formats (Surr et al. 2018).   In this study, real life 
stories and positivity from practice took centre stage.  I was surprised at how much 
these ED nurses seemed to benefit from this approach and in turn ED nurses seemed 
surprised that there was something to celebrate in their practice. In Chapter 2, Houghton 
et al. (2016) attested that uncovering good practice and working out how this might 
occur more frequently was an important step in finding out how to enhance the 
experiences of care.  Similarly in this study, I realised that highlighting what worked 
well and providing ED nurses with an opportunity to celebrate their strengths and 
capabilities maybe a critical element in sparking momentum for change and reshaping 
how things were done in the future.   
In retrospect this is one of the reasons why I was drawn to adopt AI for the study.  A 
strength of AI is the planned movement away from deficits and negatives to what is 
working well.  For these ED nurses, it was important to foreground what they did well.  
From personal experience, I know that the ED can sometimes be a negative 
environment and it is easy to become overwhelmed by seemingly intractable problems.  
From a practitioner standpoint, AI was enticing because it recognised that the 
experiences of frontline nurses were critical in developing strategies for care 
enhancement.  Moreover, family member stories were central in providing a foundation 
for learning.  In the learning conversations session, family member stories were spoken 









in which they occurred. This contrasts with some healthcare campaigns that oftentimes 
provide a choreographed and organisationally engineered version of the patient 
experience.  
The approach of AI provided these ED nurses with an opportunity to step out of and 
reflect on destructive scenarios and shift emotions from introspection, to learning about 
how we as a community could reframe and reshape emotions and identity in unearthing 
relational alternatives (Gergen 2015).  In using AI, ED nurse participants were actively 
involved in co-analysis of findings and encouraged towards self-initiated action and 
exploring as a collective how they might shape and change their practice in the future.  
AI helped ED nurses to envision how they might blend technical care and relationship 
centred care to enhance dementia care experiences.  I believe that this type of 
engagement and investment is key in practice development, in comparison to a top 
down approach where decontextualised and standardised evidence is often used to 
inform ED nursing practice.  
6.4.1 Developing the role of appreciative inquirer 
Conducting this research of was a journey of discovery. AI is a complex methodology 
and in reality was challenging to do.  Perhaps one of the greatest struggles for me was 
confronting my own preconceptions and assumptions. I had spent years in ED where the 
emphasis was on deficits and problem solving.  This made it difficult for me to get to 
grips with the nuances of AI at the start of my PhD journey.  This is reflected in Paper 2 
where findings were reported in a more negative than appreciative way, attributable to 
the fact that I was still learning and developing as an appreciative inquirer at the time of 
publication. My background in ED meant that I had been submerged in deficits and 
negatives and was initially suspicious of positivity.  It did not come naturally to me, 
flipping negatives to positives or scratching beneath the surface to uncover what really 
mattered and was valued.  I recall that because of my naïve sense of positivity and in the 
beginning knowing very little about generativity, I was worried about how this approach 
might play out in this environment. As time went on I became more comfortable with 
the idea of AI as ongoing conversation. I could see the potential of appreciative framing 
and dialogue and incorporated this approach in my everyday routine.  There were times 









nurses were not always in a position to engage face to face and did not have time to 
access their emails and respond to me.   
The learning conversations session in a sense marked my growth and development as an 
AI researcher, in learning how to become a ‘non-anxious’ presence (Bushe and Marshak 
2016).  As a novice researcher it was easy to become overwhelmed by the prospect of 
running a session that was not prescriptive or pre-packed and of using creative methods 
in a skillful way so as to contribute to the generativity of this undertaking.  However, I 
was excited at the thought of facilitating the learning conversations session and was 
genuinely curious about the impact of storytelling and the collaborative sensemaking 
tool.  I could not have anticipated in advance the power these methods would have or 
their potency in generating deeper insights which I believe would not have been 
possible without the use of creative methods.  Moreover, the learning conversations 
session created a safe place where ED nurses were able to talk about that which was 
previously unmentionable.  Some ED nurses said that the learning conversations session 
was therapeutic for them.  This reaction was unexpected and uplifting for me as a 
facilitator.  I regret that I did not facilitate a second learning conversations session.  This 
was a pragmatic decision but a missed opportunity.   While I did provide ED nurse 
participants with an interactive feedback sheet (Appendix 10) in an attempt to help me 
better understand some of the insights expressed in the first session, in reality the 
momentum was diminished.   
6.4.2 A word on facilitation 
Facilitation played a key role in the conduct of this research.  I was very fortunate to 
become part of a vibrant AI group at the University of the West of Scotland where I 
learned from the experiences of other AI researchers.  There is potential for the AI 
inquirer to become isolated in an organisation where there is not a vibrant AI research 
group in operation. This has implications for developing as an appreciative inquirer and 
may affect the potential for creativity and generativity in the conduct of the research.  
The relationship between facilitation and the quality of AI was pinpointed in the 
systematic review (Paper 1) where the importance of the facilitator in creating 
possibilities for sustainable change was given prominence in many of the studies. Lack 









in part the apparent going through the motions of the 4D Cycle or the deficit of novel 
responses that was evident in the majority of studies included in this review.  
I was keen to ensure that this study did not go through the motions of the 4D Cycle.  
Initially, I was concerned that if my research did not progress to the Design or Destiny 
phase that this may be perceived as a failure.  However, the more I developed as an 
appreciative inquirer, the more I realised that AI is a way of being, an ongoing process 
that evolves over time.  Part of my development as an AI was learning to recognise this 
and, coming to understand that in a sense the Design and Destiny phases of this research 
were in ED nurses’ hands.   This is where expert facilitation and discussions with the 
research supervisors was important in shaping my expectations as a researcher.   
6.4.3 Merits and limitations of this research 
This was a small, local study and insights about what matters and is valued in 
experiences of dementia care were generated and situated within a single ED.  In this 
study there was an emphasis on generating evidence to platform local practice 
development.   These findings may not be generalisable in the wider context as befitting 
the local-cultural – local historical nature of AI (Van der Haar and Hosking 2004).  
However, ways of relating and human emotion and interaction have similar 
characteristics across all contexts and settings (Martela 2012).  Therefore, these findings 
have applicability beyond the context of the research setting.  As evidenced from the 
discussion, some of the findings of this study are congruent with the broader literature 
and also there has been generation of previously unrecognised insights.   
Key learning from the integrative review of the experiences of dementia care in ED 
(Paper 3), supported the need for more participatory research to capture what matters 
and is valued by those involved in caring for older people with dementia in ED, as there 
was a paucity of research in this area.   This study has significance in more general 
terms, adding to the small body of knowledge that exists and contributing to situational 
and contextualised understanding of the complexity of ED nursing work and the 
challenges of caring for older people with dementia in this environment.   This may 
assist other researchers and practitioners to judge the relevance of these findings to their 









cultural context and research methods, thus enabling readers to assess the potential fit of 
these findings to other care settings.   
The contribution of the four published papers is a strength of this thesis.  While the four 
publications contribute to theory and practice of caring for older people with dementia 
and their family members in ED, Paper 4 in particular adds to the body of knowledge 
about how to enact the principles of AI and integrate creative research approaches to 
enhance the evidence for clinical nursing practice. This may assist transferability of 
findings, to inform researchers who want to use AI to maximise opportunities working 
with frontline staff to co-analyse data and develop skills that promote generativity in the 
research process. 
There are a number of limitations which must be acknowledged.  As explained in 
Chapter 3 Methodology, older people with dementia did not take part in this research.  
In addition, collaborative synthesis of the findings from the Discovery and Dream phase 
was not possible. The ED was busy and there were competing priorities for ED nurses 
in terms of mandatory training and education.  Also, at the time of conducting this 
research, the ED moved to a different building and this further impacted their ability to 
participate.  In retrospect, there was limited engagement of family members in this 
research.  However, their stories were critical to changing perspectives in the learning 
conversations session. The period of participant observation of 30 hours is relatively 
small.  Participant observation had to be conducted at a time that suited departmental 
activity and nursing workload.  A high proportion of nurses in this study were newly 
qualified or had less than two years ED experience.  It is possible that junior nurses may 
have felt obliged to participate since the researcher was a Clinical Facilitator in ED at 
the time. A further limitation is that the ED nurses who participated may have had a 
particular interest in research or relationship centred practice and so findings were not 
intended to be representative of all nurses in ED.  Other groups such as doctors and 
healthcare attendants were not included as the emphasis was on nursing perspectives 
and interventions.  The perspectives of other healthcare professionals who have 
substantial contact with older people with dementia and their family members may have 
provided further insights.  This needs to be considered in future research. 
To reiterate, AI is a way of being rather than a quick fix or going through the motions. 









assisting ED nurses to view things from a different perspective.  There is a likelihood 
that ED nurses may have tried something new or an alternative approach as a result of 
participation and this was not captured in this research. 
As previously outlined, this study did not progress through all stages of the 4 D cycle. I 
contend that this is not a primary consideration in appraising the quality of this research.   
6.5 Appraisal of the quality of this research 
As discussed in Chapter 4 (Research design and methods), assessing the quality of this 
research is guided by the Authenticity Criteria (Nolan et al. 2003).  The five 
components suggest that markers for quality in research are:  equal access, enhanced 
awareness of the position of self and others, encouraging action by: providing a 
rationale or impetus for change and a means of achieving this change.  Each of these 
will be discussed in the following section. 
As illustrated in Chapter 4 (Research design and methods), Table 24 sets out the 
markers of quality for this research using the Authenticity Criteria (Nolan et al. 2003).   




Quality in inquiry Process in this inquiry 
Equal access All stakeholders listened to 
and valued.  
Challenging preconceptions.  
Dialogue of equals 
approach. 
Family member interviews used a fluid 
approach and included telephone interviews.  
Interview venues chosen by family members. 
Recruitment extended to include family 
members in the community.   
Family member stories made a contribution to 
shaping future ideal. 
ED nurses with varying experience recruited. 
Nature of participant observation explained. 
7Cs of caring conversations framework used 
to capture skilled nursing interactions. 
Use of creative methods to help ED nurses to 
talk about that which may have been 
previously unspoken. 
Enhanced awareness 
of position of self 
Learning about myself 
through conversation with 
others. 
Helping ED nurses to 
enhance awareness of self by 
exploring their assumptions 
and preconceptions. 
 
Reflecting on my own assumptions and 
preconceptions by using appreciative framing 
and dialogue. 
Sharing and working through these 
assumptions with research supervisors. 
Developing as AI and coming to understand 
how positivity and generativity works.  









level of understanding in my daily practice and 
throughout the PhD journey. 
The use of methods such as storytelling and 
collective sense making to help ED nurses to 
see things from a different perspective, to 
recognise position of family members and 
potential for caring collaborations with them. 
Enhanced awareness 
of position of others 
Learning about others 
through shared conversation 
and reflexive dialogue. 
Focusing on positivity to celebrate moments of 
excellence and to help ED nurses recognise 
that there were aspects of practice that worked 
well. 
This enhanced level of awareness sparked 
discussions about how practice may change to 
better reflect nursing strengths and 
contribution. 
Use of storytelling to help ED nurses to see a 
different perspective.   
Use of creative methods to ensure that family 
member stories were provocative and retold in 
an authentic way – this included positive and 
negative aspects of care experiences. 
Use of 7C’s of Caring Conversations 
framework to fore ground ED nurses’ 
expertise, feelings and perspectives and 
checking with them that my interpretation was 
accurate. 
Encouraging action:  
providing a rationale 
for change 
Asking questions about what 
is valued and what matters. 
Telling stories. 
Observing things that are not 
in peoples’ consciousness. 
Bringing it into 
consciousness is action. 
In becoming conscious, 
there is more thinking about 
developing this aspect of 
their practice.  This is 
intervention. 
Participation in this research provided an 
opportunity for ED nurses to celebrate what 
they did well.   
Encouraging action was possible by 
stimulating positive energy and by focusing on 
strengths.   
ED nurses were able to transcend negativity 
and this created a space to consider how their 
skills and potential may be maximised. 
Encouraging action: 
providing the means 
to achieve change 
Inquiry as Intervention 
(Asking questions about 
what we might like to 
change is the beginning of 
change) Local use value. 
The use of creative methods and storytelling 
helped ED nurses to identify what was 
important in their daily practice. 
ED nurses were able to highlight areas of 
practice where they could make a difference 
and were able to determine how they might go 
about this.   
It is likely ED nurses changed their individual 
approach as a result of participation, although 










6.5.1 Equal access 
Key participants were ED nurses and family members accompanying an older person 
with dementia in ED.  My intention in family member interviews was to create a 
situation where they would feel relaxed as though we were having a conversation, rather 
than answering a series of questions that would constrain their responses in a pre-
scripted way.   The open structure of the interview with family members was designed 
to be fluid and flexible in keeping with AI, so that family members had the freedom to 
tell their story as they wished to tell it.  Family members took the lead in deciding 
where, when and how they would be interviewed. Telephone interviews gave me the 
opportunity to hear the voices of family members who because of work and family 
commitments may not have been represented. Family members made decisions about 
how they were accessed rather than me as researcher dictating to them.  Recruitment of 
family members was challenging.  To ensure that family members had equal access, I 
sought the assistance of nurses in the community, and in doing so accessed family 
members who may not otherwise have been able to take part.   
This research adopted a dialogue of equals approach in the sense that all viewpoints 
mattered and every effort was made to represent these in an even handed way.    Family 
member stories played a central part in helping people to consider a range of 
perspectives, to see things from a different perspective, to focus on the positive to 
envision an alternative way of being.  Family members were indirectly able to 
contribute to shaping the future ideal. This dialogue of equals approach could be 
enhanced further if family members and ED nurses were co-analysing and co-authoring 
in the same room.   
With regard to ED nurses, there was a focus on recruiting nurses with varying 
experience and background so that multiple voices could be heard.  Explaining the 
purpose of participant observation was critical to encourage ED nurses who may have 
been apprehensive about being observed or were unsure about the nature of the 
observation.  The 7C’s framework (Dewar 2011) was used to structure the observations 
in a way that captured skilled interactions that sometimes went unnoticed or 
unrecognised.     In the learning conversations session, creative methods were used to 









may not have been talked about.  By participating in this research, ED nurses stated that 
they were able to bring to the surface that which was previously unspoken.  They said 
that they were able to express a viewpoint or offer a challenge to convention without 
fear of repercussion or reprisal. 
6.5.2 Enhanced awareness of the position of self and others 
Family member stories were important in helping ED nurses to understand the position 
of family members and in doing so acknowledge the potential for caring collaborations.  
A focus on positivity appeared to lead to enhanced awareness amongst ED nurses.  ED 
nurses were encouraged to celebrate what they did well.  It was a revelation to these ED 
nurses that something actually worked well.  Showing ED nurses moments of 
excellence from participant observation and family member experiences, enabled ED 
nurses to see that their contribution was valued and sparked conversations about how 
they could do this more often in practice.  This enhanced level of awareness resulted in 
ED nurses changing their perspectives, so that they were able to envision areas of 
practice where they could make a difference instead of becoming overwhelmed by 
everything that was beyond their control.  
I was historically and socially immersed in this setting and therefore shared the same 
values, passions and vested interests as the participating group. I was conscious 
throughout this research that this intimacy allowed me to be part of the meaning making 
that was taking place but also I needed to reflexively consider what meanings I was 
creating and what narratives my actions were ‘privileging and marginalisng’ (Bushe and 
Marshak 2016, p.3).  In practical terms, this meant that although ED nurses were co-
participants and colleagues, I had a responsibility to ensure that family member stories 
were authentically heard.  The use of creative methods ensured that both positive and 
negative experiences of care were recounted in a creative way that stimulated enhanced 
awareness through provocative discussion.  Also, use of the 7 C’s of Caring 
Conversations (Dewar 2011) ensured that others’ perspectives and thoughts came to the 
fore, that I was attuned to ED nurses’ expertise, suspending judgment and checking that 
my interpretation of what was happening was accurate and not based on my background 









My background was emergency nursing and at the outset of this research I was schooled 
to think and speak a language of deficits and negatives.  I realised that a focus on 
positivity was a real challenge for me as a researcher.  To develop as an AI inquirer I 
had to work hard on challenging my own assumptions about what may work or not 
work in enhancing experiences of dementia care in ED.   I had a naïve sense of how 
positivity might work and I recall being worried about interviews with family members 
and what to do if there was nothing to celebrate and how might ED nurses react to this? 
Initially I felt uneasy about interview schedules that were fluid and flexible.  In 
discussions with the research supervisors I was able to bring all of this to the surface 
and learned how to reposition my perceptions using appreciative framing and dialogue.  
Appreciative framing and dialogue became important in my daily practice and in the 
conduct of this research.  It is sometimes easy to become self-critical or undermined.  
During the PhD journey and in using AI, I celebrated successes and was able to 
transcend obstacles in finding the path forward. 
  
6.5.3 Encouraging action:  providing a rationale and means to achieve 
change 
These ED nurses were encouraged by the fact that there was something in their practice 
that worked well in enhancing the experiences of older people with dementia and their 
family members in ED.  In stimulating positive energy by celebrating moments of 
excellence and strengths, ED nurses were able to transcend the prevailing negative 
discourse about emergency care to create space for thinking about how their potential 
and skills may be maximised.  As illustrated in Chapter 5 Findings and in the previous 
discussion, the use of positivity and creative methods generated insights about how ED 
nurses might go about initiating actions that would change their situation and enhance 
experiences of dementia care in ED going forward.  In the learning conversations 
session there was momentum to change the status quo, so that ED nurses were better 
positioned to relate to family members as human beings, to gauge what was important 
in the moment, to step outside of protocol in being responsive to complexity or the 
vulnerability of older people with dementia and their family members.  It is possible 









approach and practice.  Ideally, what actions were taken forward could have been 
discussed in a second learning conversations session. 
Incorporating the Authenticity Criteria (Nolan et al. 2003) enhanced my understanding 
of quality in participatory research and helped me to adopt strategies to maximise this.  I 
was aware of achieving quality in this study,  in keeping with relational constructionism 
which promotes a participatory worldview and a focus on social interaction and 
relationships as a mechanism for knowledge generation, new learning and practice 
change (Hosking and Bouwen 2000).  My intention was to focus was on unearthing 
nuances and the rich knowledge embedded in everyday experiences and encounters 
between family members and ED nurses.  The findings as they were presented in 
Chapter 5 indicate that this was achieved.   
However, there were some aspects of the Authenticity Criteria (Nolan et al. 2003) that 
were difficult to achieve. As highlighted by Wilson and Clissett (2011), it is 
recommended that transcripts of family member interviews are given to each family 
member to facilitate discussion around theoretical frameworks and issues that emerge.  
In this study, all family members were informed that their interview transcript was 
available for them to read at any point but only one family member chose to read their 
transcript.  It is difficult to say if family member perceptions were changed as a result of 
participation in this study and this is an area that requires further research.   In addition, 
feedback from the learning conversations session were given to ED nurse participants.  
The intention in giving feedback was that it would be interactive, ED nurses were asked 
to elaborate on specific issues or themes that had emerged in the session (Appendix 10).  
In conversation, ED nurses explained that they did not have time to complete the 
feedback.  I think this could have been overcome if I had been able to facilitate a second 
learning conversations session. 
6.6 Chapter summary 
A number of important contributions have emerged from the theoretical and conceptual 
discussion in this chapter.  The key learning in this research is that relationships are 
fundamental to human flourishing and enhancing the experiences of those receiving and 
providing dementia care in ED.  The study findings identified that collaborations 









the older person with dementia are met and to allay family member fear and anxiety in a 
stressful situation. In this study, a focus on building mutuality and positive emotion in 
interactions with family members was also uplifting for ED nurses and gave them a 
sense of achievement and pride in their work.  
The wellbeing of ED nurses is an important consideration in the development of quality 
dementia care.  ED nurses in this case were rejuvenated by a process that recognised 
their skills, expertise and gave them an opportunity to celebrate what they did well.    
This opened the gateway for thoughts about how practice might be re-shaped in the 
future.   
This is one of the few studies to capture the situational, relational and contextual 
complexity of emergency nursing work. Yet, in the literature there is little mention of 
improvisation or working in the moment or adapting to situational and relational 
complexity in this dynamic and unfolding environment.   This study makes an important 
contribution by generating new knowledge about the ‘how to’ of relationship centred 
care in emergency nursing. 
In using AI methodology and creative methods such as storytelling, appreciative 
framing and dialogue and collaborative sensemaking, ED nurses were encouraged 
through language and dialogue to scratch beneath the surface to uncover diverse 
perspectives, to talk about that which was previously unspoken.   Contrary to dominant 
discourse which suggests that ED nurses are technology and task driven, ED nurses in 
this study wanted to practice ‘real’ nursing which entailed; building rapport with family 
members, picking up on cues in a situation and being responsive in a meaningful way. 
AI helped ED nurses to recognise moments of excellence which had previously gone 
unnoticed.  Consequently, they were able to transcend negativity to see things from a 
different perspective which created space for thinking about areas of practice where 
they could make a difference.  
These findings make a significant contribution to the discourse about practice change.  
Real life stories play a central role in challenging assumptions and preconceptions.  
Harnessing positive energy and finding the beauty of practice to dance are essential if 
ED nurses are to overcome feelings of being stuck in a rut or being overwhelmed.  Self-









Relationship centred approaches to care may become a mechanism for articulating ED 
nursing strengths and contribution.  As identified in this study, relationship centred care 
can be enacted in the briefest of conversations and interactions.  AI can become a 
powerful tool to assist ED nurses to circumnavigate challenge in a way that is 
invigorating and to explore issues in a manner that encourages experimentation, 
improvisation and authentic action. 
On a personal note, I have recently made the transition from candidate to Registered 
Advanced Nurse Practitioner (RANP).  I believe the experience of undertaking a PhD 
has equipped me with a repertoire of skills that are transferable across all contexts and 
settings. As an RANP I can take the lead and encourage others to embrace the principles 
of AI in everyday practice. I will be one of few nurses in clinical practice with a PhD. I 
endeavour to be a resource to other practitioners who wish to undertake research in 
pursuit of better patient outcomes.  In time, I envision a culture where human 
flourishing is the axis of care and where nurses actively investigate their practice and 
become confident in using research as a mechanism for questioning what is and 
stimulating what could be through self-initiated action.  
At the outset of this journey, my attention was drawn to ‘Turning to One Another’ 
(Wheatley 2002).  This poem seemed to resonate with my aspirations for this research 
and conveyed all of the principles of AI beautifully.  I have come to understand that 
being an appreciative inquirer is a way of being.  I now treasure curiosity and I am 
guided by an ethos that aspires to creating solutions through new connections and 
recognises the power of listening to bring people closer together.  These are 
unprecedented times. As winter 2020 looms we remain in the grip of Covid 19. It seems 
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Appendix 4 Patient/Family member (carer) Information Sheet 
                             
Date                                                                                                                  Version 1, 
20/07/2016 
 
My name is Sarah Watkins. I am a PhD student at the University 
of Limerick.   I am also an emergency nurse.  I am inviting you to 
participate in a research study.  Before you decide, you will need 
to understand why this research is being done and what it will 
involve for you.  Please take the time to read the following 
information carefully.  You might find it helpful to discuss the 
information with others. 
 
Title of study 
AN APPRECIATIVE ACTION RESEARCH STUDY EXPLORING THE 
EXPERIENCES OF OLDER PEOPLE WITH DEMENTIA AND THEIR 
FAMILY MEMBERS (CARERS) IN THE EMERGENCY DEPARTMENT 
(ED)  
 
Part One tells you about the study and what you will be asked to 
do if you wish to take part.  
Part Two tells you about what I as a researcher need to do to 
make sure that the study is carried out properly and in a way 












What is the purpose of the study? 
This study aims to find out about the emergency department 
(ED) experiences of an older person with dementia.  The study 
aims to find out about the experiences of the family member 
(carer) who accompanied the older person with dementia to the 
ED. It is hoped by carrying out this research that the needs of 
older people with dementia, their family members (carers) and 
ED nurses will be better understood.  Your experiences are an 
important part of helping to identify what is working well and 
what could be done better.   
 
Why are you being invited to take part? 
You are being invited to take part in this research study because 
you are an older person with dementia over 65 years or a family 
member (carer) of an older person with dementia who has been 
a patient in the ED.   As a researcher I am interested in listening 
to your experiences and learning from them. 
 
What will I be asked to do? 
1. Interview with your family member (carer) 
The researcher will ask you and your family member (carer) 
to take part in an interview together so that both of you 
can tell your story and share your experiences. The 
interview will be very informal and the researcher will do 
everything she can to make sure that you are both relaxed 
and comfortable. The interview will take no longer than 
one hour.  The interview can be stopped by you or your 









interview will be tape recorded.  The researcher will make 
notes during the interview.  If you wish, the interview can 
take place in your own home and at a time that suits you.   
AND/OR 
 
2. Small group discussion with your family member (carer) 
The researcher will ask you and your family member (carer) 
to take part in a small group discussion with other older 
people with dementia and their family members (carers) 
and ED nurses.  The discussion will be informal and your 
family member (carer) will be with you.  The discussion is 
about older people with dementia and their family 
members (carers) sharing their experiences with ED nurses 
of being in the ED.  The group discussion will take no longer 
than one hour.  You do not have to take part in the group 
discussion.  If you choose not to take part it will not 
disadvantage you in any way. 
 
 Are there any risks associated with participating in the study? 
You are being asked to talk about your experiences when you 
were a patient in the ED.  Sometimes, talking about a time when 
you were sick can cause upset.  The researcher will do her best 
to make sure that you are comfortable and relaxed. 
 
What are the benefits of the study? 
Your part in this study will provide greater understanding of 
what it is like to be an older patient with dementia or a family 
member (carer) of an older person with dementia in the ED.  









ED nurses can do to make ED experience for older people with 
dementia and their family members (carers) better. 
 
Can I withdraw from the study? 
Taking part in this study is completely voluntary.  You do not 
have to take part.   Choosing not to take part will not 
disadvantage you in any way.    If you agree to take part, you can 
change your mind and withdraw from the study at any time 
without giving a reason.  
 
If the information in Part One has interested you and you want 
to take part in this research study, please read the following 





I want to take part!  How do I sign up? 
If you choose to take part, the researcher will ask you and your 
family member (carer) to sign a form together.  The form is 
called a consent form.   Signing the form means you agree to: 
1. Talk about your experiences in an interview with the 
researcher 
AND/OR 









Taking part in the study is voluntary.  When the consent form is 
signed, you can change your mind and decide not to take part at 
any time without giving a reason. 
 
What will happen to the results of the research study? 
The findings of this study will become part of a PhD thesis and 
may be shared at a research conference or published in a nursing 
or healthcare journal. The findings of this study may help to 
better understand the experiences of older people with 
dementia and their family members (carers) in the ED. 
 
What if I have a problem? 
If you have a concern about any aspect of this research study, 
please contact the Chief Investigator who will do her best to 
answer your questions.  Please contact Professor Fiona Murphy 
by telephone on 061 234224, by email at Fiona.murphy@ul.ie  or 
by post at School of Nursing and Midwifery, HS 3038, University 
of Limerick, Castletroy, Limerick. 
 
Will my participation in the study be kept confidential? 
Yes.  All information about you will be handled in confidence.  
This means that your name and address will never be made 
public.  This means that your experience in the ED will be 
included in the study anonymously.  The researcher has to make 
sure that the information she records about your experiences is 
stored safely so that only those involved in the research can read 
it.  This information will be destroyed after three years.  This 
study cannot be carried out unless it has been given 









Ethics Committee is a group of independent experts who are 
there to protect you and to ensure that the study is carried out 
properly and causes you no harm. 
 
 
I would like to thank you for the taking the time to read this 
information sheet.  If there is anything that is not clear or if you 
would like further information, please contact the researcher: 
 
Sarah Watkins 























Appendix 5 Consent patient and family member (carer) 
                                       
Date:                                                 Participant ID number:                          Version 1, 
20/07/2016 
Title of study 
AN APPRECIATIVE ACTION RESEARCH STUDY EXPLORING THE 
EXPERIENCES OF OLDER PEOPLE WITH DEMENTIA AND THEIR 
FAMILY MEMBERS (CARERS) IN THE EMERGENCY DEPARTMENT 
(ED)  
 
We/I have read and understand the Information Sheet for the  




We/I have had enough time to consider the information and to 




We/I understand that taking part in the study is voluntary. We/I 
are free to withdraw  from the study at any time. We/I do not 
have to give  a reason. 
 
 
We/I agree to take part in an interview for no longer than one 
















We/I agree to take part in a small group session for no longer  











We/I understand that our personal details will not be identified 





We/I agree to take part in the research study named above 





























Researcher name                                                               Researcher 




Researcher contact details: 
Sarah Watkins 
Nurse Researcher/PhD Candidate 



























Appendix 6 ED nurse information sheet 
                 
        Date                                                                                                                    Version 1, 
20/07/2016 
I would like to invite you to participate in a research study which takes place from 
January 2017 to January 2018.  Before making any decision about whether or not you 
would like to participate, it is essential you understand why the research is being 
carried out and what it involves. Please take the time to read the following information 
carefully and talk to others about it if you wish.   
Part One tells you about the purpose of the research and what will happen if you take 
part.  
Part Two tells you about what I as a researcher need to do to make sure that the study 
is carried out properly and in a way that protects you. 
       Part One 
Title of study 
AN APPRECIATIVE ACTION RESEARCH STUDY EXPLORING THE EXPERIENCES OF 
OLDER PEOPLE WITH DEMENTIA AND THEIR FAMILY MEMBERS (CARERS) IN THE 
EMERGENCY DEPARTMENT (ED)  
 
What is the purpose of the research study? 
The purpose of this study is to find out what are the experiences of older people with 
dementia, their family members (carers) and nurses of receiving and delivering care in 
the ED.  The focus of the study is on ED nurses (as opposed to other members of the 
multidisciplinary team) because ED nurses tend to be the first point of contact with all 
patients, ED nurses set care processes in motion, ED nurses serve as primary co-
ordinators of care delivery and ED nurses spend a lot of time providing direct care to 
older patients with dementia.   Currently, there is little research evidence to support 
nurses in looking after older people with dementia in the ED.    The researcher would 
like to gain a better understanding of the perspective and experiences of ED nurses 
involved in looking after older people with dementia in an ED.   
 
Why are you being invited to take part? 
You are being invited to take part in this research study because you are an ED nurse 









interested in listening to and learning from your experiences and identifying what 
current interventions or approaches to care work well.   
 
What will I be asked to do if I agree to participate in the study? 
1 The researcher will ask your permission to observe you during an episode of 
caring for an older person with dementia and their family member (carer).  
AND/OR 
2 The researcher will ask you to take part in an individual interview. 
AND/OR 
3  The researcher will ask you to take part in a small group discussion with older 
people with dementia and their family members (carers)  
 
Observation of ED nurses during an episode of caring for an older person with 
dementia.   
Observation in this case is not about picking fault.  The researcher is keen to observe 
episodes of good nursing care, to explore individual nurse experiences and perceptions 
and to identify touchpoints or defining moments in an episode of care.   The 
researcher will be a participant observer, working alongside the ED nurse to establish 
rapport and to gain an understanding of their experiences of delivering this episode of 
care.   The intention is to blend in as much as possible.   The researcher will assist with 
very simple, non - nursing tasks such as fetching a drink, blanket or pillow for the 
patient.   Examples of care episodes that will be observed are the triage nurse’s 
assessment when the patient arrives in the ED, the named nurse’s initial assessment 
and explanation of how the ED works, the nurse building rapport with the patient and 
the relative (carer), or the nurse explaining about taking of blood or having an ECG 
taken.  The researcher will always seek the permission of the ED nurse to observe an 
episode of care.   
Individual Interview 
The interview is intended to be an opportunity for you to share your experiences of 
looking after older people with dementia in the ED.  Your insight and knowledge about 
looking after older people with dementia in the ED is critical to gaining better 
understanding. The interview will be informal. The interview will take no longer than 
one hour.  If you agree, the interview will be tape recorded.  The researcher will make 
notes during the interview.  The interview will take place on site at UHL, when you are 
at work and at a time and place that is convenient for you.  
Group discussion 
The researcher will ask you to take part in a small group session with other ED nurses, 
older people with dementia and their family member (carer).  The group discussion is 
intended to be relaxed and informal.  The purpose of the group discussion is to provide 
an opportunity for ED nurses, older people with dementia and their family members 









dementia care in the ED.  The group discussion is about sharing stories, to figure out 
what works well and what could be done differently. The group session will be no 
longer than one hour.   You do not have to take part in the group discussion.  If you 
choose not to take part it will not disadvantage you in anyway.   
 
Are there any risks associated with participating in the study? 
You will be discussing your personal experience as a nurse caring for older people with 
dementia and their family members (carers) in the ED.   This topic is an emotive one 
and sometimes talking about experiences in an interview can cause distress or upset.  
You can stop the interview at any time without any pressure to continue or 
reschedule.  The researcher will do her best to ensure that you are supported 
throughout the interview. 
 
What are the benefits of the study? 
Your participation will provide greater understanding of ED nurses experiences of 
delivering care to older patients with dementia and their family members (carers) in 
the ED.  This study may provide an opportunity for ED nurses to take the lead in 
developing meaningful strategies that can truly enhance and improve care.  It is hoped 
that your participation in this study will highlight the insight, knowledge and 
contribution of nurses looking after older people with dementia in the ED. 
Can I withdraw from the study? 
Participation in this study is completely voluntary.  You do not have to participate and 
you can opt in or out at any stage.   If you choose not to take part this will not 
disadvantage you in any way.    If you agree to take part, you can change your mind 
and withdraw from the study at any time without giving a reason.  
 
If the information in Part One has interested you and you want to take part in this 






I want to participate!  How do I sign up? 
If you agree to participate, the researcher will ask you to sign a consent form.   Giving 










1 Agree to being observed and/or 
2 Agree to take part in an interview and/or 
3 Agree to take part in a group discussion. 
Taking part in the study is voluntary.  When the consent form is signed, you can change 
your mind and decide not to take part at any time without giving an explanation. 
 
What if I have a problem? 
If you have a concern about any aspect of this research study, please contact the Chief 
Investigator who will do her best to answer your questions.  Please contact Professor 
Fiona Murphy by telephone on 061 234224, by email at Fiona.murphy@ul.ie  or by 
post at School of Nursing and Midwifery, HS 3038, University of Limerick, Castletroy, 
Limerick. 
 
Will my participation in the study be kept confidential? 
Yes. The study must meet the requirements and standards as stipulated by the 
Research Ethics Committee. The Research Ethics Committee is a group of independent 
experts who are there to protect you and to ensure that the study is carried out 
properly and causes you no harm.  The safeguarding of and access to personal 
information is governed by legislation in the Data Protection Acts 1988 and 2003 and 
the Freedom of Information Acts 1997 and 2003. All information collected during the 
study will be kept strictly confidential. However, the researcher who is a registered 
nurse must adhere to the Code of Professional Conduct and Ethics (NMBI 2014).  This 
means that she may be called upon to breach confidentiality should she witness poor 
or unsafe care.  The research location and identities of everyone taking part in the 
study will be anonymised. Any information which may identify you will be removed. 
Electronic or manual data collected (audio recordings, transcripts, typed-up field 
notes) will be either stored in a locked filing cabinet in a locked room in the ED or on 
an encrypted, password-protected USB device, both of which will only be accessible by 
the researcher and the research supervisors. Audio recordings and manual copies of 
field notes will be destroyed after use in accordance with the University of Limerick 
and HSE regulations.  Your contact details will be stored should you require a copy of 
the study’s findings.  Your contact details will be shredded after the PhD thesis is 
completed.   
 
What will happen to the results of the research study? 
The data collected will be published in a PhD thesis approved by the University of 









and peer-reviewed journal articles.   The findings of this study may be presented at 
research conferences.   
I would like to thank you for the taking the time to read this information sheet.  If 
there is anything that is not clear or if you would like further information, please 
contact: 
Sarah Watkins 




































Appendix 7 Consent form ED nurse 
           
Date:                                            Participant ID number:                   Version 1 20/07/2016 
 
Title of study 
An appreciative action research study exploring the experiences of older people with 
dementia and their family members (carers) in the emergency department (ED)  
 
Name of Researcher                                                                             Please initial box below 
I confirm that I have read and understand the Information Sheet for the research 
study named above.  I have had the opportunity to consider the information, ask 
questions and have had these answered satisfactorily. 
 
I understand that my participation is voluntary. I understand that I will be able to opt 
 in and opt out of any stage of the  process and  I do not have to give a reason. 
 
 
I agree to being observed during an episode of caring for an older person with 
dementia and their family member. 
 
AND/OR 
           
I agree to being interviewed and this will be audio-taped.  I understand that all digital 





I agree to take part in a focus group interview with ED nurses, older people with  
dementia and their family member (carer) 
 
 




















                                                                                                                                                                               





                                                                                                                                                                                   





Researcher contact details: 
Sarah Watkins 
Nurse Researcher/PhD Candidate 
















Are you an OLDER PERSON with DEMENTIA 
AGED 65 YRS or over who has recently been a 
patient in the Emergency Department University 
Hospital Limerick? 
Are you a FAMILY MEMBER (CARER) of an older 
person with dementia who has recently been a 
patient in the Emergency Department University 
Hospital Limerick? 
SHARE YOUR STORY! 
 
 















































Are you a nurse looking after 
older people with dementia in 
this ED? 
SHARE YOUR STORY! 

























































Appendix 10 Workshop feedback for ED nurses 
Hello, 
In April you took part in a dementia workshop.  The workshop was 
part of my research that is looking at the experiences of family 
members of older people with dementia in the Emergency Department 
(ED).  The workshop was an opportunity for me to share with you 
family member stories.  In the workshop we used examples of family 
member experiences to talk about nursing practice and your 
experiences of looking after older people with dementia and their 
family members. In the past few weeks I have had a chance to listen 
to and look more closely at the discussion that took place on that day.  
I realise that some of the things you talked about are really standing 
out for me now.  I have outlined some of the key themes that have 
emerged.  I would really appreciate if you could share with me any 
further thoughts that you may have.   
 
Celebrate what is working well 
Sometimes we hear so much about the negative stuff that we really 
don’t notice or appreciate the things that nurses do really well.   The 
workshop gave an opportunity to celebrate some of the things that 
ED nurses do that have a really positive effect on family member 








“The family member was very angry with 
everything.  I just asked her how long 
her Mam had dementia.  And then she 
kind of changed.  Her whole 
conversation changed.  She became 
much more open to conversation.  The 
whole shield went down”  
“I said to the relative is this her norm?  Is 
she agitated normally?   The relative said 
she had a lot of pain.  So I got her pain 
relief.  I put her into a cubicle and dimmed 
the lights.  Once she had the pain relief 










In the workshop you identified that there was a need to promote 
nursing strengths.  When talking about nursing strengths you used 
words like the ‘uniqueness of nursing’, ‘picking up on nuances’, 
‘intuition’, ‘gut instinct’ and having the skills to establish whether 
family members where ‘emitting positive or negative vibes’.   
Help me to understand more about ‘picking up on nuances’, 
‘positive and negative vibes’.  What do you mean when you say 
this?  What does nuanced understanding look like?  How does it 





You said that some nurses intuitively work together. Some nurses 
are on the same wave length.  You told me that when two nurses 
work together like this it allows you to ‘create options’ in 
approaches to care.  Tell me more about this?  How is it that 
some nurses can work like this?  Is it something that we could 






You explained to me that nursing handover was not just about the 












When you say handing over the background story, what do you 
mean by this? What is it about the background story that is 
important?  How do you learn about the background?  What 







‘Communication is the big thing’ 
In the workshop, all of you emphasised that making connections with 
family members of older people with dementia was important to you.  
You said that what we say as nurses and how we say it can sometimes 
have a big influence on family member experiences.  Simple questions 
such as how are you or how are you managing can make interactions 
with family members much more positive.  I was interested in the 
comment ‘some of us are very good at it and there are days when we 
would be really, really good.  There are days that we don’t 
communicate very well and there are people that don’t do it all’. 
 
Why is it that some people don’t do it all?  What would need to 













In the workshop the expression ‘in an ideal world’ was repeated 
by you many times.  What does the ideal world look like for you? 





Consider what is currently happening in practice for a moment.  
How might we start to make steps towards achieving the ideal?   





I was really struck by some of the things you said about family 
member perceptions of you as ED nurses.  Some of you sensed that 
family members had ‘very little expectations of us’.  You explained 
that sometimes this makes you feel like you want to run away from 
family members, to keep family members at a distance ‘the doors 
mean okay don’t come any further, we’ll come to you not the other 
way round’’.  Sometimes you feel so ‘embarrassed’ about waiting times 
that it makes you want to ‘cringe’.   
I am curious.  Where do you get an opportunity to discuss these 
feelings?  What would a safe place look like?  What is possible 














Instead of running away or creating a barrier between you and 
family members, what would give you the courage to check things 
out with them, to maybe find out if your perceptions of them are 





‘Real nursing’ versus what we are doing now 
You described how nursing in the ED had become conveyor belt where 
the main focus was completing work ups. You remarked that you had 
become ECG technicians and phlebotomists and that in your opinion 





                   
In the workshop you discussed the challenge in meeting others’ 
expectations of you and working the way you want to work.  You 
questioned why nurses were continuing to work the way they do if 
they felt it was wrong.  You talked about the pressure there is from 
management and others to get tasks done.  Some of you stated that 
standing around and talking to patients might ‘tick people off’     I 
really liked it when you said nurses as a group maybe ‘need to buck 









What would be the ideal way to buck against the trend?  How 
could we work together to make this happen?  What do you feel 
you can do to help us get there?                                         
 
 
                  
 
 
‘While we are so busy with 50 and more patients, doing all the jobs, 
more and more people coming in, the healthcare assistant is providing 
the personal care and changing them.  There is some kind of message 
in that’’.   






And finally folks! 










Appendix 11 Certificate from the Journal of Clinical Nursing 
 
 
TOP DOWNLOADED PAPER 2018-2019 
CONGRATULATIONS TO 
Sarah Watkins 
Whose paper has been recognized as 
one of the most read in 
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